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ABSTRACT 
The aim of this study is to clarify the unique needs of the 
chronic mental patient, and draw implications therefrom for the 
design of comprehensive and effective systems of continuous 
care. 
The history of treatment for mental patients in the western 
industrialized world is reviewed, with special emphasis on 
the ethical, legal and socio-cultural background to the de-
institutionalization movement, and the development of new 
the chronic mental patient. Recent models of caring for 
attempts to humanize mental health care are examined for 
guidelines to more successful planning in the future. 
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NOTE: 
The bias in terminology toward psychiatry, rather than 
psychology, in this dissertation reflects the present bias in the 
literature but it is not intended to imply that the field is of 
more relevance to psychiatry than psychology. 
Planners of mental health services for the future stress that 
multi-disciplinary teams with equal 




The psychologist shares a concern and involvement with all other 
mental health workers with the issues discussed, and should play 
an increasingly active part in the development of flexible and 
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INTRODUCTION 
The past three decades have seen a revolution in treatment for 
the psychologically ill, reflecting important sociocultural 
trends in Europe, England and the United States of America. A 
major focus has been the the issue of the chronic psychiatric 
patient - primarily the schizophrenic -who has formed the bulk 
of the long-term population in the large and dismal psychiatric 
institutions. 
Human rights movements, the discovery of neuroleptic drugs, and 
socio-economic policies have contributed to far-reaching changes 
in the approach to mental illness. We have come to think of 
rehabilitation not only as 
discharge from hospital, but 
encompassing such concepts 
reduction of symtomatology and 
also in terms of quality-of - life -
as dignity, happiness and social 
acceptance for the seriously mentally disabled. The ideological 
battle regarding responsibility for ~deviance' -whether it rests 
with the individual or an alienating society provides a 
significant backdrop to the de-institutionalization movement, 
which has resulted in sweeping changes in the pattern of mental 
health policies in the western world. 
The closure of the institutions - and discharge, or reluctance to 
admit many thousands of mental patients, has had unexpected 
sequelae. One consequence of de-institutionalization a 
revolution with the ideological aim of reducing human suffering 
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- has been a considerable increase in suffering of some patients 
and their families. 
It has been calculated that the prevalence of schizophrenia is 
between 3 and 8 per 1000 of the population, and it is predicted 
that the number of diagnosed cases will increase at a rate almost 
double that of the expected increase 
America during the coming decade 
in the population in North 
(Lackner, 1978 , p.30). 
Furthermore, "of those initially affected by schizophrenia, it is 
estimated that 50 percent will experience some form of disability 
in an intermittent course of the illness throughout their 
lifetime; and an additional 25 percent will never recover from 
this initial episode and will require life-long care (Talbott, 
1984a, p.7) . 
While all chronic mental illness 1s not schizophrenia, and 
schizophrenia follows no single set course, schizophrenics form 
the largest single group of long-stay patients in the mental 
institutions (Stein and Test, 1978; Talbott 1984a). 
Furthermore, it is presently the view of many professionals that 
the diagnoses of schizophrenia and major affective illness -the 
other major chronic psychiatric syndrome -may overlap. 
Thus most attention has been focussed on this illness in the 
following discussion, as in many ways the handicaps of the 
schizophrenic are representative of the problems and needs of the 
chronic mental patient. 
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The issues involved with care for the growing group of psycho-
geriatric (demented) patients present special problems, and will 
not be dealt with in this dissertation. 
The issue of effective long-term care is pressing 1n terms of 
patient, family and community burden - and it is world-wide. 
Present service-delivery systems have been accused of mirroring 
the discontinuity - even chaos - of the thought-processes of the 
very patients for whom they are intended. In Italy and some 
American states, for example, huge numbers of the formerly 
'incarcerated' (Scull, 1979) are now eking out existences in 
private institutions in the community, are in jails or wandering 
the streets. 
Although the development of an adequate community-based system of 
care for chronic mental patients in South Africa is urgent, 
discussion of the special problems and opportunities in the 
First- and Third-World mix, with examination of relevant 
experience in developing countries, is considered beyond the 
scope of this mini - dissertation. While developing countries may 
well have more effective ways of coping with some of the needs of 
the chronically ill (e.g. Waxler, 1979), pro grammes for the Third 
World must take account of different prioriti es and different 
resources. 
Accordingly, this study is restricted to an examination of recent 
attempts to humanize mental health care in western industrial 
developed countries, a necessary preliminary to planning f or 
South Afri ca in the future. 
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History has demonstrated yet again that there are no simplistic 
solutions, and that a more sober apprasisal of the real nature of 
chronic mental illness is necessary. The characteristics of 
the relevant population are being clarified, and a better 
understanding of the issues involved is beginning to emerge. 
Above all, we have learnt to take account of the fact that "the 
concepts of rehabilitation or shelter are often more appropriate 
than that of treatment" (Wing, 1976, p. 602) - and that it is 
care rather than cure upon which we must focus. 
"Overcoming the challenge of schizophrenia will not be easy; 




BRIEF HISTORICAL OVERVIEW -
THE DEVELOPMENT THE INSTITUTION 
The mandate of those who attend the mentally ill has always been 
shaped by the social . economic, religious. 
tempo of the times ... 
and philosophical 
"As the power of the churches waned. so did the view that 
disturbed behaviour was a symptom of demonological 
possessi o n, to be dealt with by exorcism and death. In its 
pl ace came the belief that deviance was a reflection of sloth 
and moral turpitude, best managed by disciplinary methods and 
segregation from society" (Bassuk and Gerson. in Brown. 
1985a p. 128) . 
Until the 18th century the mentally ill in Europe and the United 
States were generally to be found 1n private homes in the 
community, in almshouses, wo rkhouse s and jails - or as homeless 
and destitute itinerants. While some of the more strident 
criti cs of the mental institution (e.g. Rothman, 1971) present 
thes e as halcyon days, it is likely that for most. arrangements 
were inadequate or punitive. Even Scul l (1979) doubts the 
existence of "The mythical pre-institutional Golden Age, when 
families gladly administered to their own troublesome members 
the Paradise presumably Lost when the insane were consigned to 
the asylum" (p .262) 
5 
In fact, the mentally ill who were violent and difficult to 
control were housed 1n correcti onal facilities, and Deutsch 
(1949) reports that auctions were held to sell off ~lunat ics' to 
the highest bidder. Certainly "no form of treatment or 
rehabilitation was int.ended, or delivered" (Talbott, 1978, p.15) 
In the mid-eighteenth century the first facilities specifically 
for the mentally ill were founded, although they provided little 
but harsh custodial care. "Chains, beatings, extremes of 
temperature and inhuman living condti ons were employed both in 
efforts to restrain pati ents or to shock them back to sanity" 
(Talbott, 1978, p.16). 
1.1 The birth of the asylum 
The turn of the nineteenth century saw a profound change in 
attitude to the treatment of the mentally ill: the era of moral 
treatment, characterised by "kindness, open wards, pleasant 
surroundings , no or minimal restraints, structured activity, and 
above all , a f ami liar, if not parental, relationship between 
superin tendent and patients" (Talbott, 1978, p.16). These early 
institutions were fairly sma ll, and competed t o claim prodigious 
rates of cure. 
In America 1n the 1840's Dorothea Di x exposed the appalling 
conditions under whi ch the mentally ill in the commun ity lived, 
campaigning vigoro usly and successfully for a comprehensive 
network of public mental hospitals to provide the more 
6 
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enlightened cure offered by the asylum. An influential group of 
medical superintendents formed the first speciality medical 
society (now known as the American Psychiatric Ass oci ation) which 
joined forces with the social reform movements led by Horace Mann 
and Dorothea Dix, lobbying to provide properly organized 
institutions for the 1nsane. By 1860, 28 of 33 states of America 
had at least one public mental hospital. 
1.2 The establishment of the large state mental institutions 
Howver, the character or the mental institution all too quickly 
changed in unplanned ways. The advent of industrialization and 
the influx of impoverished immigrant groups caused a massive 
increase in the numbers of patients, and by mid-century "they had 
become warehouses characterized by rigid regimentation, personal 
repression, long- term confinement, and overcrowding" (Wilson, 
1982, p.xvii). 
Huge isolated asylums 
peace quickly lost 
designed 
the family 
that way for efficiency and 
atmosphere of the early 
instititutions and became overcrowded and impersonal. 
"One of the fea t ures of moral tre atment - the emphasis on 
quiet, silence, orderliness and regular routines -so 
essential to moral treatment became perverted into 
regimentation, control, and the maintenance of the status 
quo" ( T a l bot t , 19 7 8 , p . 18) . 
Social Darwinism provided conceptual support for the idea that 
"mental illness and the lower classes were intertwined c ausally 
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and the focus of psychiatric treatment should be the prevention 
of propagation by these - inferior' groups" (Talbott, 1978, p.20). 
Public exposes of these "human warehouses of the insane" 
(Bellqck,1984) resulted in few successful ref orms. 
Chronic cases crowded the institutions, cure rates dropped off, 
and "insanity became associated with pauperism and incurability" 
(Morrissey and Goldman, 1984, p . 786). 
"Perhaps as a reaction against over-optimism an attitude 
of moral blame towards the mentally ill began to replace 
the attitude of moral treatment. There was a return 
towards a view which equated insanity and crime and a 
movement towards similar solutions for all people 
presenting socially unacceptable behaviour ... Management 
of all types of social deviance was based on the 
expulsion from society of the deviant person . . . These 
attitudes were reflected in the Lunacy Acts of 1890 and 
1891" (Reed and Lomas, 1984, p. 78) . 
Private facilities were increasingly used for the well - to-do 
mentally ill, "while the state asylums were left to provide long-
term custodial care to poor, disturbed involuntary patients " 
1984, p.785). According to Bellack (Morrissey and Goldman, 
(1984), by the 1850's state hospitals had assumed the character 
they would have for the next 100 years - and ideas of treatment 
reverted to the simple aim of custody - often for life. ''The 
promise of reform had built up the asylums, the functionalism of 
custody perpetuated them" (Rothman, in Birley, 1986, p .331 ). 
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In 1890 the precedent for states in America to assume financial 
responsibility for the care of the mentally ill was established 
with New York's State Care Act. State mental hospitals gradually 
took over from almshouses the provision for the incurable and 
senile - thus entrenching 
vast holding operation for 
pessimism and therapeutic 
the trend for the asylum to become a 
the poor and disabled. "Growing 
nihi 1 ism 
psychiatric theory and practice" 
p. 787) . 
(Morrissey 
began to envelope 
and Goldman, 1984, 
1.3 Moves to reform mental health practice 
In England - mechanical restraint' of the mentally ill had been 
abolished 1n 1839, and some open door ' hospitals were 
established 1n the 1860's, but "further advances required 
alterations 1n the structure and outlook of society" (Bennett, 
1973, p .58). 
The turn of the century brought the stimulation of important 
theoretical and diagnostic frameworks to the f1eld, with the 
ideas of such men as Sigmund Freud, Adolph Meyer and Emil 
Kraeplin restoring hope that the mentally ill might be 
effectively treated. In 1908 Clifford Beers, an ex- me ntal 
patient, began a reform movement in America . The National 
Committee for Menta l Hygiene was founded. wh1 c h revived the 
notion of treatability. 
sprang up, vari o us 
A network of Child Guidance Clinics 
experiments with alternatives to the 
traditional mental h ospital, such as the psychopathic hospital 
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for acute treatment were tried. and the new profession of 
psychiatric social work made its appearance. 
In the early 20th century there was a wave of social, economic 
and political reform response to the effects of 
industrialization, urbanization and monopolization. The movement 
in the United States which saw the health centre as having 
responsibility to all the families in a particular district drew 
sustenance from the spurt of progressivism and the current urge 
toward voluntary associations. The ideas of catchmenting. 
preventative care and community participation essentially 
liberal progressive ideas of reform - were delineated. However, 
"the initial reform fervour of the health centre movement 
was soon replaced in the conservative post-World-War 1 
period with a professionalized public health model that 
had little of the crusading spirit of the earlier, 
pioneering attempts. Bureaucratic considerations of 
municipal administration and efficiency were in the fore" 
(Boyajian, 1975, p. 20). 
In Britain the Mental Treatment Act of 1930 reflected a new , more 
open attitude toward management of mental illness: me ntal 
patients could hencefort.·h be admitted w1thc:. ut certification, and 
outpati e llL clinics and other community services began to be set 
up . "The gaoler- prisoner bond gave way to the doctor-patient 
relationsh i p, and British psychiatry t ook its first step out of 
the custodial hospital into the community" (Be nnett, 1973, 
p. 58) . 
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Both World Wars highlighted the extent of mental disorder in 
England and the United States. and contributed experience In 
treatment of acute and crisis conditions. Max Glatt. a German 
Jewish psychiatrist. described the devel opment o f 
institutionali sm in normal internees , himself included. 
The importance of the influence of social factors in mental 
illness and its treatment was recognized In Britain by the 
1930's. and ideas such as therapeutic milieu, group work, 
rehabili tation, re-sett lement. early discharge and aftercare were 
well in evidenc e in the most advanced hospitals by the 1950's. 
The belief that health services should be available to everyone 
produced the National Health Service 1n 1948. Health serv1ces 
are spread evenly throughout the country, and each region has its 
own quota of doctors and specialists (Jones. 1975). The shift of 
emphasis from hospital to community care was formally recognized 
following the report of a Royal Commissi o n set up to examine the 
law relating to mental illness and ment al deficiency in 1957. 
In the United States the Ameri can Psychiatric Association was 
reorganized in 1946 specifically to take accunt of the 
psychiatri c needs of the nation, and to stimulate training and 
research. The National Institute of Mental Health (NIMH) was 
established in 1949. followed a year later by the citizens ' 
organization the National Association f or Mental Health (NAMH). 
Thus the triad of major influences 1n mental health 
professi o ns. government and citizens 
organized national b odies by 1950. 
were all represented by 
11 
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The discovery of anti-psychotic drugs in the 1950's suggested the 
possibility that many patients previously considered manageablle 
, 
only within the institution cou ld be handled in the community, 
and combined with financial and politica l pressures to prompt the 
Joint Commission on Mental Illness and Health established by 
Congress in 1955. The Commission ' s recommendations provided the 
groundwork for the -bold new approach ' adopted by President 
Kennedy in the Community Mental Health Centres Act of 1963, which 
created the elaborate system of community mental health centres 
(CMHCs) in the mid 1960's. Federal funding was henceforth 
provided for community-based facilities if they provided five 
essential serv1ces : 
1. inpatient care 
2. outpatient care 
3. emergency treatment 
4. partial hospitalization, and 
5. -consultation and educationr. 
The early demise of the state hospitals, and their replacement by 
a new community-controlled mental health service delivery system 
were called for. 
1.4 The place of the schizophrenic in the institution 
The commonest syndrome of severe mental illness is that of 
sch izophrenia, which can be preceeded, accompanied or followed by 
chronic impairments, necessitating long-term support of varying 
degrees. 
In England after the second world war two-thirds of the patients 
in mental hospitals were long-stay (i.e. had been there for more 
than two years), and two-thirds of these long-stay patients had 
been diagnosed schizophrenic (Wing, 1980). In all probability 
the diagnosis of schizophrenia covers a group of disorders of 
differing aetiology, and there is no single set course which 
schizophrenia follows, but disability of some sort will probably 
affect many sufferers for much of their lives. 
In ' process' schizophrenia initial breakdown typically occurs 
early in adolescence, with symptoms recurring in the course of 
relapses throughout life. Positive symptoms, evident in acute 
breakdown, include ser1ous loss of contact with reality, and 
bizarre delusions and hallucinations. Negative symptoms are the 
typical residual signs of schizophrenia, which may linger for 
years. These include 
ways of speaking and 
well as previously. 
apathy, social 
thinking, and an 
withdrawal, slowness, odd 
inability to function as 
In addition, social disadvantage, such as lack of money, 
occupational skills and personal support systems often precede 
admissi on, and almost certain ly accumulate 1n proportion to 
length of stay. 
In the optimistic upheavals in mental health during the 1960's, 
when the writings of people like Goffman (1961) and Scheff (1966) 
identified a syndrome of effects resulting from long - term 
institutionalization remarkab ly similar to the negative or 
residual signs of schizophrenia (social withdrawal, lack of 
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motivation, dependence, etc) many people were convinced - in the 
spirit of the times - that most disablement was iatrogenic, and 
that institutions created the disorder they were supposed to 
treat. As Wing (1980) points out, it 1s certainly indisputable 
that the isolation, the size, the poor resources and 
understaffing of most mental hospitals affected morale of staff 
and patients alike, resulting 1n social understimulation, 
restrictive practices, depersonalization, authoritarianism and 
pauperism. 
The fortunes of the schizophrenic patient and the institution 
have been intertwined: "The size, the culture and the social 
organization of mental hospitals were geared to the needs of the 
long-stay schizophrenic patients" (Brown, Bone, Dalison and 
Wing, 1966, p.2). The discovery of the neuroleptics -with their 
dramatic effect on the more obvious and bizarre positive features 
of major psychotic illness, 
the apparent cause of 
together with the identification of 
the 'negative' features (i.e. 
institutionalism), sounded the death knell for the asylum. 
The far-reaching revolution of 
down of the large mental 
de-institutionalization -the run-
hospitals, and the search for 
alternative forms of care - began. 
1.5 Summary 
The development of care arrangements for the mentally ill, and 
how these arrangements reflect the social, economic and 
philosophical mood of the times are discussed in this chap~er. 
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Whether psychological illness was attributed 
possession or moral turpitude, a degree of 
recently been attached to ~deviance'. The 
to demonological 
blame has until 
community has 
generally been neglectful or punitive, and early facilities 
provided little but harsh custodial care. 
While the ~asylums' founded in the nineteenth century offered 
benevolent retreat and treatment, they quite soon deteriorated 
into massive, hopeless and overcrowded ~warehouses of the 
insane', in response to such social pressures as over-population, 
urbanization and poverty. 
The contribution of social factors to mental illness was 
recognized by the 1930's and new attitudes toward management of 
psychiatric disability gradually developed. The discovery of 
anti-psychotic drugs in the 1950's, combined with the 
identification of the syndrome of institutionalism hastened the 
call for community-centred mental health services. 
Since the majority of long-term patients were diagnosed 
schizophrenic, and it now seemed possible to treat both acute 
symptoms (with neuroleptics), and chronic symptoms (by discharge 
from the institiution), the idea that the large mental hospital 




SOCIOPOLITICAL BACKGROUND TO CHANGES IN 
MENTAL HEALTH POLICIES 
The major s o cial upheavals in the we stern world during the last 
25 years are reflected in the transiti o ns and turmoil o f mental 
health arrangements in recent times. 
A new egalitari a nism arose after World War II, a questioning o f 
political and social authority, a reje c ti o n o f o ld attitudes, and 
a learning expl osion, with the result that people we re no longer 
content to leave decisions about their lives and welfare to 
others . 'Minority' groups such as black s, women, h omose x uals, 
people ac c used of criminal offences - and mental patients - have 
all fought f o r , and gained, an ext e nsi o n of c ivil rights . Th e 
mentally ill. previ o us ly deprived o f the right to make any 
decision affe c ting their lives and futur es , have wo n t h e r igh t t o 
have a s ay in suc h i s sue s as planning o f treatme n t programmes , 
indi c ati o ns for invo luntary admi s si o n . a nd the def 1n ition of 
inf ormed co nse n t . The e ff ects o f cons umerism. and mo r e 
rec ogn it i o n of the uncer t a in t y o f pro f ess i o n a l decis i o n- making 
have a l so t e nd e d t o make f o r the de cre ased a c c e ptance of 
paternalism o n the part of health care wo rkers. 
The po li c y o f d e- ins tituti o nalizati o n In th e 1950's , and the 
Commun i ty Healt h Ce nt er Mo v e ment whi c h b e gan i n t h e 1960 ' s, h ad a 
16 
common goal: the improvement of the quality of life of the 
chronic mental patient. 
Milieus became more democratic, nudged along by increased 
accountability following 
For the psychiatrist 
the growth of advocacy and consumerism. 
the consumerism movement has been 
particularly difficult, forcing him into new ways of defining his 
responsibilities, and highlighting a number of ethical dilemmas. 
Society's expectations may well conflict with patients' goals, 
~nd ment~l he~lth workers often have considerab le power in this 
dilemma: 
"The psychiatrist 1s often expected to deal with 
behaviour that does not conform to a family's or a 
community's standards, but is not viewed as dysfunctional 
by the subject. Is the subject sick, or deviant, or 
merely -doing his own th1ng'?'' (Roth and Bluglass, 1985, 
p.50) 
Klerman (in Bellack, 
among the -halfway 
1984) includes 
technologies', 
psycho l o gy 
with whi ch 
and psychiatry 
we make people 
better but not well. He likens neuroleptics for schizophrenia to 
dialysis for kidney disease: both cost society more, as patients 
live longer and become an increasing social and econom1c burden, 
in societies newly obsessed with cost-consciousness. 
2.1 Role s , goals and value s 
The relationships between ideology, social context, ethics and 
roles are complex. Our definition and goals for rehabilitation, 
for example, reflect the Judea-Christian wor ld-view dominant in 
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the western world. This view insists that we seek meaning 1n 
life and are uncomfortable 
model of rehabilitation, 
with dependency 
according to 
and passivity . Our 
which the patient is 
rescued from cr1s1s to undertake responsibility 
echoes the prevailing social ethos. Thus we 
for himself, 
feel it 1s 
insufficient to let patients vegetate, and we insist o n making a 
positive effort to do more than simply provide asylum (shelter, 
food, safety). We aspire to humanitarian goals of improving 
quality of life: we want patients to be fulfilled according to 
our view of how humanity should be. 
Quality-of-life values held by the individual reflect those of 
society. This has implications for roles - no t only should 
mental health workers examine and explicity state their own 
values, but they should facilitate the explication of values 
within the communities' cultural, political and social structure 
(Lazarus, 1986). 
"All of us have a responsibility to act as competent, 
informed citizens in moulding public opinion , 
overcomi ng ignorance and prejudice 1n inherited 
attitudes, and influencing our executive and legislative 
branches of government perhaps the most imp ortant 
single reso urce that we have at our disposal (is) the 
potential an informed and supporting public has for 
helping us to utilize all the other tools that are 
available 
human skills) 
particularly our scientific knowledge and 
(Blain, 1975, p.609). 
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Sharfstein points out that the sociopolitical arena in which we 
live. the particular current combination of cultural and economic 
value systems. determines basic life opportunities for the 
menta 1 1 y i 1 1 . 
"Societies' governmental processes translate these values 
- they define the lawful boundaries of action and 
allocate public resources accordingly" (Bellack. 1984, 
p.122) 
2.2 The revolt against psychiatry 
There was optimism in psychiatry following the introduction of 
effective new drugs, leading to the expectation that acute 
psychotic illness could at last be dealt with , and chances of 
relapse significantly reduced. 
"An atmosphere of posit ive endeavour and high aspiration 
permeated a large number of mental hospitals, and led to 
the introduction of active programmes of social 
rehabilitation and resettlement for patients who had, in 
the past, been all t oo liable to become residents of such 
hospitals for years or for life" (Roth and Bluglass, 
1985, p.vii). 
This optimism concerning the future of men tal health services was 
not shared by all, however: the psychiatric profession was one 
of the main targets of the mental patients' liberation movement, 
and treatments such as psychosurgery, electroshock and forced 
chemotherapy were w1dely challe nged. 
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"All procedures for the care, admission and treatment of 
patients with mental disorders were soon to be assailed 
aB infringement::! of basic hun1an rights" (Roth and 
Bluglass, 1985, p. 2 ). 
The profession's ro 1 e In preserving the status quo was 
criticised, and people like Laing (1959), Scheff (1966), Cooper 
(1967), and Szasz (197 2) attacked the class, race and sex biases 
in psychiatry, claiming that mental health Ideology maintained 
and reinforced many social inequalities. The profile of a 
mentally healthy human being corresponded to that of mentally 
healthy men, for example . Psychiatry in the service of 
capitalism was decried as an instrument of coercion whose 
function is to exercise control over deviants revolting against 
the existing social order. Such writers as Szasz and Foucault 
alleged that as an ideology it mystified and obscured the power 
struggles within society. It was claimed that 
"What passes as mental illness is for the most part no 
more than politically subversive ideas, protests against 
racial injustice or deviant sexual behaviour ... it is 
the metaphor of illness that enables the thought-
policemen to deprive the individual of liberty without 
due process of law or adequate right of appeal" (Roth 
and Bluglass, 1985, p. 2). 
To many critics it seemed likely that most severe disablement was 
iatrogenic, and ~ mentali sm' - the belief In the existence of 
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mental illness was vigorously opposed by patient liberation 
groups, who claimed that what has been labelled mental ill ness 1s 
merely a normal reaction to oppressive social conditi ons. 
The mood of the si x ties suggested that without mental 
institutions and the professionals whose livelihood depended upon 
them, there would be no mental illness. 
2. 3 The law and the patient 
The interface between psychiatry and the law has been muc h 
expanded in the last twenty-five years. Changes reflec t the 
values of respect for liberty, autonomy and self -de termination. 
Wes tern societies have generally come to ac ce pt the principle 
that infringement of any person's liberty should o nly be possible 
in exceptional c irc umstances. The Courts have been used as a 
forum to claim constitutional rights for mental patients, and 
ref orms have confirmed the principle that disabled persons have 
the same fundamental rights as their fellow citizens. Somerville 
(in Roth and Bluglass, 1985), reminds us: 
II It is increasingly recogni zed that the sick, 
particularly those who are mentally ill ... may have 
increased vulnerability The combination o f 
bureaucratization and technocratization can have a 
dehumanizing effect There is (therefore) a need t o 
be sensitive not only to potentials for dehumanizing 
patients, but also to those wh ich may dehumaniz e 
professionals dealing with patients" (p.196). 
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The movement to guarantee legal rights for mental patients began 
in the United States in the 1960's. By 1978 the Wor ld Health 
Organization had published a comparative survey of mental health 
legislation. And 1n 1980 the International Commission of Jurists 
formed two working parties at the invitation of the United 
Nations to draft a set of principles for the protection of 
persons of unsound mind. 
More informal admission procedures have been gained, together 
with safeguards against unnecessary or inappropriate admission, 
and there is an increasing trend toward an initial limited 
detention with regular periodic review. 
Important principles addressed in Britain and North America in 
recent years include the following: 
2.31 The right to treatment 
In America 1n 1966 Judge David Bazelon ruled that inadequacy of 
resources was an unacceptable reason for failing to provide 
treatment: If a perso n was deprived of libert y on the grounds 
that he or she needed treatment, then such treatment had to be 
provided. Further, in a 1971 ruling (Wyatt vs Stickney), a U.S. 
District Court Judge held that ' involuntarily committed patients 
unquestionably have a constitutional right to receive such 
individual treatment as will give each of them a realistic 
opportunity to be cured or to Improve his or her mental 
condition.' 
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"Creating an entitlement to 
one of the most positive 
approach to mental health" 
Bluglass, 1985, p.l54). 
services through statute is 
recent changes in the legal 
(Gostin, 1n Roth and 
2.32 The right to refuse treatment 
Various suits in America have established the right to refuse 
treatments such as electroshock, chemotherapy, forced seclusion 
and psychosurgery. The basic principle that treatment should 
normall y only proceed with the informed consent of the patient 
also implies access to information, including the consequences 
and risks of treatment, and access to medical records. 
The suggestion that admission to hospital and treatment genuinely 
intended for therapeutic purposes may violate minimal standards 
of human dignity and autonomy is a new departure in the 
international human rights field. 
2.33 The right to due process in commitment 
In Britain it is now required that certain groups of mentally 
disordered persons must be treatable if they are to be detained. 
More informal admission procedures have been adopted, and the 
Mental Health Act of 1983 lays out the principle that admission 
- voluntary or otherwise - should be without the intervention of 
magistrates or courts of law. The British system on the whole 
reflects the value of trust 1n the medical profession, which 
generally retains the upper hand over the legal profession in the 
process of decision-making with regard to the treatment of mental 
patients. 
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British law also reflects a concern that involuntary 
hospitalization only be resorted to when other possibilities- in 
the form of community and social services - have been exhausted. 
The Mental Health Act of 1983 sets up an independent, large, 
transdisciplinary monitoring and advisory body - the Mental Act 
Commission - empowered to keep under review any aspect of care 
and treatment . This Corrunission represents, among other things, a 
recognition of the relevance of community values and community 
involvement in supervision of powers given under mental health 
legislation. Orders for involuntary hospitalization 
automatically expire unless renewed, and patients may also apply 
for review. The durations of both initial detention and its 
subsequent renewal are halved by the 1983 Act . 
2.34 Dangerousness 
In the United States It is policy that treatment within the 
community, or voluntary hospitalization are considered preferable 
to involuntary commitment - the criterion for whi c h IS usually 
'dangerousness'. The prediction of dangerousness carries weighty 
implications for the disposal of offenders: 
"A sharp dilemma is posed for those responsible for 
decisions in that the need to protect the community 
may clash the the obligation to respect the human rights 
of the offender . .. Are communiti es prepared t o tolerate 
risks of this order, and if they are not is their 
attitude socially or morally defensible ? " 
Bluglass, 1985, p.231) . 
(Roth and 
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Further aspects of ~ due process' now recognised incl ude the right 
to a speedy hearing for an allegedly dangerous patient, the right 
to be present at hearings, the right to remain silent, and the 
right to counsel. Indefinite commitment has been abolished,and 
periodic reviews are now required. 
2.35 The right to punishment 
It has generally become accepted that the mentally ill should 
have the right to punishment by due process of law rather than 
lengthy h osp ital commitment, should this be appropriate . In the 
case of serious crime, this principle 1s complicated by 
considerations of the long-term risk for socie ty. ''Everywhere 
the concept of illness expands continually at- the expense of the 
concept of moral responsibility," Lord Devlin 1s quo ted as 
complaining (Roth and Bluglass, 1985, p.ix). 
2.36 The least restrictive environment 
This concept, dating from 1972 (the Wyatt vs Stickney decision), 
is defined in the President's Commission on Mental Health as "the 
objective of maintaining the greatest degree of freedom. self-
determinati o n, autonomy, dignity, and integrity of body, mind and 
spirit for the individual while he o r she participates in 
treatment or receives services". 
Bachrach (1978) describes the ~least restrictive environment' as 
"both a legal and clinical concept that represents an 
effort to grant to menta lly ill persons a full complemen t 
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of personal rights and civil liberties as they undergo 
the most effective treatment for their illnesses," (p.97) 
and asserts that the concept is the quintessence of the 
humanitarian assumptions 
instititutionalization. 
justifying the philosophy of de-
Liberatory movements since the sixties have achieved recognition 
of clear rules regarding acceptable use of medication, with 
mandator y weekly medication reviews. The use of physical 
restraint and isolation have been restricted, staffing minima 
laid down, and standards for certain conditions of in-patient 
living (such as floor space, toilet doors, etc.) have been 
prescribed. The patients' rights movements also led to the 
withdrawal of patient labour, on which mental hospitals depended 
to keep their costB down. Patient labour has now been outlawed 
unless it is voluntary, and paid at minimum wages. 
2.4 Summary and comment 
Side by side with vigorous criticism of prevailing social systems 
in the western world in recent decades, there has been a steady 
devel opment in civil rights, with recognition of the right to 
liberty and se lf -determination for all, including the mentally 
ill. In the process major dilemmas have been highllghted. 
The psychiatric profession has been one of the ma1n targets of 
patients' liberatory movements, and has been accused of 
attempt1ng to -fix' the patient to conform to the repressive 
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goals of entrenched powers . Somewhat unfairly, while the 
psychiatrist has been held responsible for aspects of the 
behaviour of his patient, (for example, he 1s expected to 
accurately forecast ' dangerousness' and real risk of suicide), he 
has simultaneously been accused of interference with the 
patients ' s freedom. 
The courts have been used to claim or extend the constitutional 
rights of psychiatric patients, especially in such areas as more 
informal admission procedures and patients ' right to refuse 
certain treatments. Both the criteria for hospitalization, and 
the nature of the hosp ital have changed, and there is a trend 
toward voluntary hospitalization, and more limited detention 
periods, w1th regular review. The community is increasingly seen 
as the preferable environment for treatment. 
However, the increasing emphasis· on accountability has been 
accompan1ed by a dangerous tendency to supplant medical 
(Roth and Bluglass, judgement with legalistic procedures'. 
1985, p.49). 
In this sett1ng of vast social change and intense controversy new 
regimes in psychiatric wards have been introduced, new laws 
passed and the closure of the large mental hospitals planned. 
The notion that without mental institut1ons, and the 
profess1onals who run them there would be no mental 1llness has 
been a corner-stone of the de - instituti onalization movement. 
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It was assumed that if people received vigorous, early treatment, 
and could stay 1n the community with the help of medication, 
chronic mental illness would disappear. 
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CHAPTER 3 
DE- INST ITUTIONALI ZATION 
3.1 The transfer of care: from confinement to community 
Rothman (1971) points out that large me ntal 1nstitutions are 
comparatively recent arrivals, and their mo numental size gives a 
misleading impression of permanence . 
Changing treatment and care practi ces resulted in a steady 
decrease in hospital populations in the Un1 ted States sinc e about 
1955,when the peak of .±. 560,000 inpatients was reached. By 1976 
the national mental h os pital populati o n had dwindled to + 194,000 
(Talbo tt, 1978), a reduction of almost two- thlrds. The attitude 
toward lnstituti o nalization in the 1960 's is well exemplifi ed in 
the story of a nursi ng supervisor at Boston State Hospital who 
threw a bed out of a second- storey window whenever a patient was 
discharged , to prevent the bed from ever being filled again 
(Huey , 1976) . The poli c y of d e- inst1tut1onali zat 1on. whi c h 
became official in the ear ly 1970's , contributed to the decline 
of the large s tat e hospital as the f oc us of mental h ealt h care. 
In England there were 344 inpatients per 100,000 of the 
population in 1954. In 1967 there were 256 inpatients pe r 
100 ,000, and numbers h ave cont1nued to de c line . 
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3.2 Goals of de - institutionalization 
While de - institutionalization has been put into practice in 
different ways in different countries, the overall goals of the 
movement are described by Bertram Brown, former director of the 
United States National Institute of Mental Health (N. I .M.H.): 
(1) The prevention of inappropriate mental hospital admissions 
through the provision of community alternatives for 
treatment; 
(2) the release to the community of all institutional patients 
who have been given adequate preparation for such a change, 
and 
(3) the establishment and maintenance of community support 
systems for non- institutionalized persons receiving mental 
health services in the community. 
Legislative direction, especially In such areas as commitment 
procedures, and directives to care for the mentally ill in the 
' least restri c tive environment' added formal pressure to the 
idealistic goals of prevention, treatment and care In the 
community, as a supplement to short - term acute intervention in 
hospitals . 
Perhap s the most striking example of d e-i nstituti o nali zat i on, 
swept in virtually overnight by Law 180 of 1978, occurred in 
Italy. 
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3.3 Where did the patients go? 
3.31 The Italian experience 
Professor Franco Basaglia, founder of Psychiatria Democratica. a 
political pressure group which campaigned for the radical reform 
of the Italian mental health system, was medical director of the 
San Giovanni mental hospital in Trieste from 1971 to 1978. He 
drew fr om neo-Marxist theory, and the writings of s u ch as Szasz, 
Foucault, Laing, and Goffman, to illustrate his thesis: namely 
that the causes of mental illness are social. Capit ali sm was 
accused of defining as -sane' those who were productive, and as 
-sick' those who could not work. and sentencing the ~BiCk 1 t0 
segregati o n from society. Thus n o institution c o uld be 
therapeutic since the institution was an agent of repression and 
social violence. If mental illness was caused by societal 
reject i o n, simply returning the pati e nt t o the community and 
soci eta l acceptance, would negate the negative conseq u e nces of 
illness. - social vi o lence' and exclusion wer e relevant, rather 
than the process of illness itself. 
Jones and Poletti (1985) s um up Law 180 of 1978 as follows: 
It forbade the admission of any new patients to mental hospitals, 
requ ired a review of patients already in hospital with a view t o 
dis charge, and set up Diagnosis and Cure units - 15 beds per 
150,000 populati o n - in general h os pi ta ls . Compulsory admission 
was limited to 48 hours o n the signature of the mayor of the 
commune, and a renewal f or seven days required the approval o f a 
judge. A ser ie s of - alternative structures' were to be provided 
in the community to supplement th1s short-stay provi s i o n 
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Italian mental hospitals at the o nset of the 1970's were 
generally restrictive 
demonstrated his ideas in 
and grimly c ust odial . Basaglia 
Trieste, where he reduced in-patient 
population from 1200 to 500 in 5 years. and set up a number of 
'day structures' in the city. He used this example, and 
dramatic. evangelical propaganda to push through the sweeping 
reforms of 1978. These reforms virtually abolished the large 
mental hasp ita ls, and 
local initiatives. which, 
substituted an uncoordinated medley of 
together with the patients's social 
network, were expected to take their place. 
3.32 De-institutionalization in North America and Britain 
Stimulated both by therapeutic innovations and political-economic 
considerations. both Ameri ca and Britain have adopted policies of 
deliberate run-down of the large hospitals. and the provision of 
alternative networks of care in the community. 
In America since the late 1960's, there 
populati on of state mental h ospita ls, 
has been a rapid de-
despite the lack of 
sufficient facilities in the comrnunity to meet the needs of those 
who would once have been inpatients. Legislative and 
administrative decisions enforce the continuation of the policy 
of de-institutionalization, despite a backlash of public and 
professional opinion. 
The British have followed a more conservative pattern. Within 
the coordinating framework of a Nati o nal Health Policy there has 
been a deliberate process of building up of co~nunity servi ces 
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appropriate to local needs In advance of, and coordinated with. 
the wind-down of the large mental institutions. 
3.4 Discussion: The uncaring community 
3.41 In Italy 
"Is the amount of misery caused greater or less than under the 
old system?" ask Jones and Poletti. reporting in 1985 that the 
poli cy of hospital closure in Italy IS now to be reversed by law . 
Only the Communist Party stil l supports Law 180. the other major 
political parties having drawn up proposals for new legislation 
suggesting the utilization of the old mental hospitals for 
medium- and long- stay care (to be called Residential Centres for 
Re-socialization). 
While the new psychiatric services reportedly worked quite well 
in Trieste (Jones and Poletti. 1986). It is likely that this is 
due to special circumstances in this city (Basaglia's energy and 
charisma, the fact that Trieste has a declining population, and 
consequently an adeq uate supply o f l ow-cost hou s ing. etc.) . 
Genera 11 y. "if the o ld system was regime nted and repressive. 
laissez-faire merely substituted a chaotic poverty of prov ision" 
(Jones and Poletti. 1985, p.346). 
The 15-bed admission wards allowed by law are just no t sufficient 
for local health districts of 100.000 to 200,000 peop l e, and many 
of the outlying health districts have n o t in fact set up such 
unit s. Becker (1985) reported that the supply of alternative 
services, especially day centres and housing , was slow and 
inadequate. leading to a new market in private paychiatric 
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accommodation (for those who could pay for it) - whi c h hardly 
represented the envisaged 'return to the community'. The c hronic 
patient has been ignored: while private hospita l s for acute 
patients (with money) are adequate. "chronic inst1tutions 
usually resemble more a concentration camp than a hospital - they 
are even worse than old mental hospitals" (Papeschi. 1985, 
p.253). Inadequate care is also suggested by the mean length of 
stay in psychiatri c units in Italy of about 
with about 47 days in other industriali zed 
1 2 days, compared 
countri es. This 
reflects the very high turnover rate of patients. imp osed by the 
small number o f beds available (Papeschi, 1985). 
In Piedmont, for example, ± 50 percent o f dis c harged patients 
have moved to pr1vate nursing homes, boarding h ouses, or o ld-age 
homes, many exclusively run for psychiatri c patients, and it is 
estimated that a good proportion of the remainder are homeless 
(Becker, 1985) . In Trieste, many have drifted to the former 
Jewish ghetto. where they are tolerated (Jones and Poletti, 
1986) ;or are in jail. Extramual services in Turin were available 
to 150 to 2 00 of the + 6.000 psychiatric patients in the city. 
The lack of integrated or coordinated planning and a~ninistration 
make a ssessment of the general quality of care difficult but 
Bennett (1980). Becker (19 85 ), J o nes and Poletti (1985,1986). all 
express doubts about the possibility o f ensuring adequate 
standards in the kaleidoscope of small hospital wards and 
community centres. Jones and Poletti (1986) po int out further 
inadequacies - 1n particular that the need f or psychiatric beds 
has been underestimated. and that while y ou ng er, psychotic 
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patients are catered for, the elderly, senile mentally ill, and 
'quietly deteriorating patients' are overlooked. They express 
concern that the system might not fully meet the needs of 
patients suffering from depression, anxiety states or long-term 
psychoses. Jones and Poletti also criticize the lack of regular 
programmed day activities (a backlash against the previous misuse 
of patient labour), and the fact that no use is made of 
paychoanalytic insights (which are considered bourgeois), or 
group therapy techniques (which are considered manipulative). or 
any of the modern developments In social work such as family 
therapy, the systems approach, or network theory. 
"What we have seen In Italy is a violent step along the 
path to de - institutionalization . . . wi th nothing In the 
way of 
effects" 
planned community services t o mitigate Its 
(Jones and Poletti, 1985,p.347). 
3.42 The United States and Britain 
The massive change in social po llcy represented by de-
institutionalization, together with its corollary poli c ies of 
admi ssions-diversion and short-stay h os pitalization has had many 
unpl anned effects. According to New York City's Mayor Kock, 
"The state poliCY of releasing de - institutionalized 
patients w1thout adequate support has turned the city's 
neighbourhoods into mental wards, and the po lice into 
hospital orderlies" (Herman, 
1981. p.276). 
1980, quoted in Crawford, 
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By 1971 N.I.M.H. reported that thousands of patients were living 
"isolated marginal lives, wandering the streets, incoherent 
and incontinent with no place to go" (Gochman, 1981, p .110). 
The old chronic patient: In some states large numbers of persons 
illness have been discharged into an with serious mental 
unprepared community. The major1ty are handicapped to a greater 
or lesser extent by the effects of institutionalization, by the 
mental illness, by poor social negative symptoms of chronic 
skills and/or by lack of material resourc es. Consequently most 
care or sheltered remain unemployed, and since too few day 
employment facilities exist, many vegetate in nursing homes, 
board-and-care homes, or marginal lodgings in the poorest 
quarters of the inner city. The nursing homes paid for by the 
new federal financing are generally unregulated by state or 
federal authorities. often inadequate, poorly equipped and 
staffed, and make no pretence at ~treatment'. i.e. ~The back-
alleys have bec ome the new back wards' 
quoted in Morrissey and Go ldman, 1984). 
(Trotter and Kuttner. 
The ~new' chronic patient: The growing population of young adult 
chronic patients, who, as a result of new admissi o n p o lic1es, 
have remained community outpatients, or are discharged - often in 
a state of 1ncomplete remission - to the street, are present1ng a 
potential crisis to the public mental health system. The fact 
that they have grown up as members of the community and do not 
perceive themselves as psychiatric patients co lours their 
expectati ons, and enhances their problems. As Pepper, K1rshner 
and Ryglewicz (1981) poi nt out, they carry the burden of normal 
36 
life expectations of their age-group in s chool, work and 
relationships - without being able to attain their goals in any 
of these areas. 
"(They) suffer repeated failures Without the forgiving 
public identity of a handicapped person, which may be 
onerous but at least operates psychologically and 
socially as an explanation of limited functioning and as 
a curb for unrealistic expectations." (Talbott. 1984. 
p. 34) . 
This population is frequently associated with substance abuse. 
and they are often violent or disruptive, rejecting treatment. 
and rejected when possible by many care givers. who find them 
difficult to handle. They pose a special group of problems - 1n 
continuity of care, in medication compliance, family 
intervention. employment. housing and social and vocational 
rehabilitation. Of a group of young adult chronic patients 
investigated by Pepper et al. in 1980. 60% were unemployed, 30% 
received a disability grant, 37% had a history o f known alc o hol 
abuse, 37% had a known history of marijuana abuse. and 42% had 
attempted suicide. (Pepper, Kirschner and Ryglewicz,1981). 
The neglect of this population is part1cularly hazardous because 
of the ease with which they can be seen as socially unacceptable 
deviants. rather than as impaired persons in need of treatment. 
Talbott (1984) warns: 
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"The size and nature this population, if not 
adequately handled by 
of 
the psychiatric serv1ce system, 
will make them an increasingly unmanageable problem for 
all social agencies, including the courts and prisons, 
with staggering human and ecomomic costs". (p.46). 
The effects of precipitous reform have been more dramatic in the 
United States than 1n Britain, where a slower rate of hospital 
run-down, together with a comprehens1ve 1ntrastructure of health 
and social services in the community has resulted 1n a lesser 
'decarceration' problem. 
3 . 43 The need for asylum 
In the United States jail populations have increased by~ 33% 
since 1978, reflecting the prediction of an inverse linear 
relationship between the populations of mental health facilities 
and jails (Biles and Mulligan, 1973) . Many ex - pat1ents 
experience difficulties in living, leading to contact with the 
police, and once they are 1n jail the conditions they confront 
exacerbate the deterioration in their mental health. 
"They are made to live in filth, and usually receive no 
treatment of any kind ... Jails (are) without guidelines 
and policies for handling the mentally disordered and 
without anyone who is sympathetic" (Pogrebln and Regoli, 
19 85 ' p . 410) . Guilt, hopelessness, desperat1on, family 
seperation and social isolation are associated with 
imprisonment, and self - mutilation and violence 1n jails 
has reportedly reached endemic proporti o ns. 
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The failure of service structures to be responsive to the needs 
of the chronically mentally ill, and the absence of community-
based alternatives, have left many homeless (Bachrach, 1984). 
The chronic mental patient has frequently to negotiate the often 
inadequate community support network handicapped by neuroleptic 
side-effects, in addition to his primary disability. 
3.44 Family burden 
More than 50% of long- term patients In the community in the 
United States have been found to be living with their families, 
who have in fact become the real primary care agents' for a 
large proportion of schizophrenics (Lamb and Oliphant,1979) Day 
progra~nes and sheltered vocational workshops often reject 
schizophrenic patients (refusing to be ' baby-s itters ' for their 
families), thus denying them the opportunity to be productive and 
increase self - esteem. While parents of a child with leukemia, 
for example, are treated with sympathy and understanding, parents 
of the schizophrenic frequently receive scorn and condemnation. 
Doll (1976) notes that increasing numbers of families are being 
forced into dangerously unendurable situations, with the result 
that many former mental patients are socially and affectionally 
rejected, though not re-hospitalized. 
"The disorganization of many of the families poses a real 
threat to any home- care programme. It is not at all 
certain that (some) patients would not do as well or 
better living alone or in night - hospital facilities . " 
(Pasamanick et al. , quoted in Brown et al, 1966, p.6) 
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3.45 Costs to the mental health worker: 
We also need to consider the cost to the mental health worker of 
the unrealistic expectations raised by de-institutionalization. 
The idea that the chronic patient would vanish, and that the 
acute patient could be cured has resulted in previously 
enthusiastic staff becoming demoralised, as they begin to have 
doubts about their healing ability. A high r~ te of burn-out 1s 
the result, nnd a tendency to reJect the patient who is not 
meet1ng llle professional's need for efficacy. 
3.5 Summary and comment 
The gr1rnnes~ o f most of the old institutions contrasted sharply 
with the appealing goal of prevention, treatment and care in the 
community, and there has been a steady decrease in hos pital 
populations since the mid- 1950's as a result of official policies 
of de-institutionalization. Unfortunately, the alternatives for 
many patients inappropriately or prematurely discharged without 
adequate community preparation have been just as gr1m. 
The policy of de - institutionalizion has actually resulted in re-
institutionalization in inadequate and unregulated shelters 1n 
the community for many 'long-stay' patients, and large numbers of 
young chronic patients have simply taken on the label of 
'deviant', with all the deprivation and discrimination that this 
implies. 
The divers1on of chronically mentally ill individuals into the 
criminal justice system and homelessness is an indication of the 
40 
need for a place of asylum, a need not adequately recognized by 
the policy of de- institutionalization. 
Increasing numbers of families are having to bear the burden of 
caring for the chronic mental patient, and this situation is 
frequently destructive for the patient as well as for the family. 
At the same time high levels of frustrati o n and failure in 
dealing with this difficult populati on make for demoral1zation 
and burnout among mental health workers . 
Lamb (1984) suggests that 
"It was not appreciated that the state h ospital fulfilled 
some very crucial functions these imperfect 
institutions did provide asylum and sanctuary from the 
pressures of the world with which, in varying degrees, 
most of these patients were unable to cope" (p.100) 0 
The importance of developing supportive living arrangements for 
the non-institutionalized patient was not foreseen, no r was the 
resistance of community mental health centres to providing 
services for these people. 
It is difficult to avoid the co ncl usi on, with Tantam (1985), that 
the perils of de - institutionalization now equal the perils of 
institutionalization. 





WHAT WENT WRONG: A CRITICAL RE- APPRAI S AL 
"The kernel i s the knotty question of what illness or 
disease is, and ... h ow it is to be differentiated 
frow sin. or crime, or creat ivity" 
and Bluglass. 1985, p.lO). 
(Campbell. in Roth 
As Lackner (1 978) says, we have mo ved beyond what. in retrospect, 
seems the na1ve optim i s m of the 1960s. and it is t:ime to reassess 
the assumptions. the po 11 c :i es and the goa 1 s of o u r pl-ogrammes for 
the chronical ly mentally 1ll. How could s u ch a well - in tention ed 
as de - institutiona li zati o n have created so many moveme nt 
problems? W1ldavsky suggests that the obJectives o f the 
humanitarian and idealistic 1950s maxi mum care . maximum 
understanding, maximum opport unity, max 1mum health wer e set so 
high that they simply cou ld n o t be reached, and they h ave been an 
embarrassment to g o vernments ever s1nce. Publi c expectati o ns 
grew too fast , and had to be chec.k.ed. but.he adds. "the retreat 
from o bJ ectives may become a rout" (In Jones. 1982, p . 22~) ). 
4.1 Patients' rights: Has the pendulum s wung too far ? 
Discussing social and medi ca l consequence s of legal reforms or 
mental health law In the United States. S tone lln Roth and 
Bluglass, L98 l sugge::;ts th ctt two images o r rne tltal 1llne:3s - bot.h 
reflecting reforms 1n the 1970s 
public imagination. 
hav e come to dominate the 
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The first Image of madness - one ot violent InsanitY unleashed by 
incompetent psychiatrists and radi ca l civil libertarians - has 
resulted in a growing public demand f o r protect i o n. The ot her 
public image of mental illness i s typitied by the 'bag lady' 
"wandering the streets of all our maJ or cities - distract ed, 
dishe velled. homeless and acting peculiarly" (Stone, In Roth and 
B 1 ug lass , 19 85 . p . 1 0) . Between 50 and 85 percent of the h omeless 
in America are estimated to be chronic psy chiatric patients. 
Public reaction to the tirst image IS fear, and to the seco nd 
often that of shame and outrage. Both represent a second 
generati o n of pro blems created by attempts to deal with the e vil s 
of institutionalism. 
New a~ni ssions policies aiming at the provision of short term 
acute treatment mean that many patients are discharged In a state 
of incomplet e re1nission. The aim of prov iding treatment in the 
community ignores the real need for asylum f or some. Lamb and 
Peele suggest that the 1dea of normalizati o n cannot be achieved 
f o r e v ery mentally ill person and po 1nt out that "1f we persi st 
in fruitle ss eftorts to push people to a life - style beyond th~lr 
ability we run the risk of contributing to manifest 
pathology " (1984 , p.799). 
In the United States the us e of 'dangero u s ne ss' as the major 
cr iterion for comp ulsory ctdmiss1on has displaced more traditional 
criteria such as the person's need for prote ct ion. care and 
treatment. While the deprivation of freedom 1s a ser i o us matter. 
it seems that present criteria for admission are not sufficient. 
for we now have the situation where a fantily may beg tor a 
patient's admission. which is not permitted by law. The concern 
with freedom 
treatment. 
has overtaken the right t o receive adequate 
Stone (in Roth and Bluglass. 1985) c riticizes the allocation to 
psychiatrists of a primary role in the contro l of violence. as 
t h e prediction of dangero usness IS a highly unreliable exercise. 
The insist e nce on the criterion of dangero us ness f o r commitment 
has prevented many gross l y disturbed patients from having the 
treatme nt they need unless and until they break out In some act 
of violence. wh1le procedural safeguards actually Increase the 
risks that the really dangerous mentally ill will go tree. 
adds another caveat: 
"Only a small Pl~oportion of psychotic pat 1e nt s ar-e 
dangerous 
hasp Ita l. 
and therefore qualify f o r admission to 
The majority are consequently denied the 
treatment they o ften need as a matter of urgen c y" 
and Bluglass. 1985, p.6). 
(Roth 
Roth 
It is equally diffi c ult for the mental health pro fessional to 
accurately estimate the risk of suicide. yet he or she may be 
sued for negligence should he or she fail to anticipate self -
destructi ve or violent behav1our. We al so need to consider that 
se 1 f-neg lect so common 1n schizophrenia ca n amount to 
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dangerousness to self and l1ence might serve as a criterion for 
certification. 
"Faced with such double-bind s itu ations there 1s a danger-
that t h ose engaged 1n the practice of psychiatry will 
assume an Increasingly defensive posture . . . Many ... who 
would benef1t from treatment but fa1l to qualify for 
compulsory commitment by present - day cr1ter1a wander 
the streets without h elp " (Roth and Bluglass, 
1985,p . 238) . 
The right of offe nd ers to o pt for punishment rather than 
treatment has r e sulted 1n a steep 1ncrease In the number ot 
prison sentences for individuals who are actually rnentally ill. 
Whil e It is recognized that the prisons are 1n dire need of a 
therapeuti c component, most remain as yet wi thout facilities for 
psychiatric treatment, and are an inapproporiately punitive 
placement for many of the victims of well - meant, but Ill - thought -
through reform. 
Campbell postulates that the mutual disenchantment that has 
ar1 sen between psychiatry and the law owes its ex1stence in part 
to the tenet of the civil libertarian that the patJent must be 
protected at every turn of the road by a lawyer, w1th Lhe result 
that the doctor - patient relationshiP 1s trans formed 1nto an 
adversary process: 
"Securing the best f1t between patient and treatment 1s a 
sensitive and delicate process. To s uperimpose a 
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cumbersome, costly, extra-c l inical, and po tential ly 
disputati o us legal ti e r would risk its di ssolution '' lin 
Roth and Bluglass, 1985 , p .54) . 
The present legal distinction 1n the Un1 ted States betwee n 
' v oluntary'and 'i nvoluntary' patient s is problematic In that in 
fact many ' voluntary' pati e nts are chronically disabled . h e lple ss 
and in need of treatme nt yet it Is o nl y th e · Involuntary' 
pat ient whom the l a w requires re ce ive treatment . Th e ' right to 
:i. f the pati e nt treatment' provides an 1llus trat1ve d1le~na : 
refuses treatment, we are no l o nger provlding care, but o nly 
c ustody, and thus the pat1e nt must be released to the community. 
Roth comments that: 
"The pro blem wit h princip l es and doctrines s uch as t he 
right to refuse treatment i s that the y adva n ce simplistic 
so lu t1ons to problems of a compl ex and obdura te nature 
(f o r exampl e ) there are the human rights o f parents 
and dep ende n t wive s and c hildren to be co nsidered . as 
we 1 1 as t twse o f t h e patient" 1Roth and Bl ug1as s. 
1985, p .5) 
Whi c h should prevai 1 - the pati e n t's r1ght to refuse t l-eutmen t . 
or his family's or society's view that h e n eeds it? 
Bachrach (1978) provides a p owerful cr itique o f t h e clos8ly-
related c o ncept of the least restrictive environment - ' the 
quintessence of de - I nst i tutionalization' - claiming t hat i t rests 
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on the uncritical acceptance of 
as sumptions: 
at least three unwarranted 
1 . The notion that certain k1nds of places have essential 
qualities that make them good or bad f o r patients. "This 
idea tends to minimize the fact that individual patients vary 
in their needs and that what IS restrictive for one patient 
may not n e cess a r i l y be so f or another . . . " ( p . 9 9 ) . Th i s 1 s 
confus i o n between the locus of care and kind or quality of 
care needed. 
2. The notion that certa in classes of residence are either more 
or less restrictive, wh en ln fact any measure ot 
restrictiveness based on a single criterion is too grossly 
oversimplified to be useful. For example, such factors as 
location, staffing, rehabilitation efforts, progranune goals, 
and degree of autonomy accorded patients are all more 
relevant to 'restric tiveness' than class of r eside n ce 
(Carpenter, 1978). 
3. The idea that there 1s a continuum of restrictiveness . and 
that some classes of residence are s uperi or to others. There 
is In fact tremendous variati o n w1th1n a si ngle sett1 ng type 
s11ch as nursing h o mes. We n eed to remember that internal 
factors can throttle the spirit as much as external ones. 
Bachrach (1978) urges that a far more usef ul concept than' least 
restrictive' would be 'most therapeutic'. The patient and his 
level of functioning must be ackn owl edged as a vital force in the 
determ1nat1on of r es trictiveness . The only relevant question t o 
ask is: "Is a g 1ve n envil-onment re s tri c tive foJ- a particular 
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pati e nt ?' ' ( p . 107 ) Hence we need t o f oc us o n people Ins tead of 
places: "It IS quite conceivable that f or some patients the 
least re s tri c tive environment IS an :inst ituti on " 
1978, p.99). Wing (19 7 6) makes the point that: 
(Ba c hrach. 
"It is imp o rtant that a proper Insi s tence on protecting 
the rights of individuals should no t . as happ e ned in 
the last century. develop into a narrow l ega l ism that 
prevents recognition o f r e al ne e ds" (p.10 2). 
4. 2 Reassess ing basic assumpti o ns 
Central to the 'tragi c failure ' o f de - Inst itu t i o nalizati o n lies 
its foundati o n up o n we ll - meaning but unrea l istic assumptions. 
most important of whi c h are the not i o n that all ps y chiatri c 
hand icap 1s due to instituti o nali s m. ~nd - re soc ialization' 1n th e 
communitY wo uld n a tural ly follow the release or non -- admi s si o n o f 
chroni c patients. Th e ac ute symptoms of sch1zophre ni ct. whil e 
managea ble to a certain extent In some patients by me di cat ion. 
may be exacerbated by the s tress o f llf e in the community . The 
c h ron 1 c syntpt oms of the i 1 l. ness . o n ce t h o u ght t o r e fl ec t the 
evil s o f Inst ituti o n al i s m. are now known to reflect the pr ocess 
of c hro nicitY. 
enviro nme nt. 
Fur thermore. 
a nd to be inevitable for ma ny r e gardl ess of 
the ' neg a tive' s ympt oms c haracte ristic o f 
inst ituti o nalism may arise JUst as easilY in response t o too 
littl e s timula t i o n In poor quality residential se ttings In t h e 
communitY. Th e situation is so bad tha t Jones (1975) urges a 
reappraisa l o f " t he tre nd t o ward h andi ng over h e lpl ess 
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individual s to the vagaries of private enterprise" (p.98). There 
has in addition been a failure to recognize that there are many 
diff erent kinds of long-term patients, who vary greatly in their 
capacity for rehabilitation. Lamb and Peele l1984) point out 
once again the necessity of avoiding simPlistic conception s that 
suggest a homogeneous patient population: "Asylum must mean 
diff erent levels of social support and different types of 
protect :ion for each pat :i ent" ( p. 800) . 
~ Resocialization' has also raised complex and knotty issues. 
Nordwind (1982J cites as problems massive lack of preparedness on 
the part of the co~nunity. and the need for a significant network 
of l ong-term. coordinated serv ices. The community health centre 
programme in America has In fact only addressed the needs of the 
treatable cases of mental :illness. and is fdiling to grapple with 
the problems of chronicity. 
All too often patients have been denied Inpatient care before an 
appropriate network of comprehensive community care has been 
built up - including the provision of res1d0nt1al. oc c upational 
and socia l s upports. Aggress ive outreach and case management are 
needed to compensate for the passivity, dependence. apathy and 
inadequacy of many chronic patients. The present necessity f or 
the handi capped patient to negotiate a chaotic d1scont1nu ous 
system of services. and the dislike some healt]) workers manifest 
for the seriou sly disabled multi -needy person have resulted in 
far too many of the chronica ll y mentally ill ' falling through the 
cracks' . 
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Families remain the maJ or care providers for the chronic patient 
but complain that their burden I S greatly increased by the 
patro nising and critical attitude of many professionals. Despite 
lack of adequate evidence co n cern ing aetiology, the mental health 
worker all too often imposes blame on the family, whose 
collaboration in medication and treatment prograrrunes may be 
actively discouraged (Hirsch and Leff. 1975). 
As Hibler (1978) points out. the mental health system still tends 
to encourage the family to let go, y et there are few 
professi o nals wh o have the time or energy to follow and support 
as c losely as the con cern ed family. Treatment for the chron ic 
patient "needs to move away from perceiving the familY as the 
source of the illness and toward perceiving the family as a 
resource for patients" (Lamb and Peele. 1984. p.801) 
The idea of the - cari.ng community' ready to reabsorb Its deviant 
members has turned out to be a figment of the reform i sts ' 
imagination. A massive educational programme IS needed to 
promote understanding of and sympathy for the needs of the 
mentally I 1 l : to date fear, se lf -- Interest and a backlash 
following Ill - thought - through l ega l reforms and Inadequa t e social 
planning have resulted In public resistance, rather than 
assi stan ce to the ' resocialization' of the chronic patient. 
4. 3 The impact or values o n visions 
The sixties saw a s wing to various socio - genetic views of mental 
illness placing, to a greater or lesser extent. the blame for 
psychiatric disorder upon the social and po litical environment. 
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The defence of t h e dignity and personal wo rth o f t h e psychotic, 
and the repudiation of the tendency t o belitt l e and s tigmati s e 
him were meaningful co n tributi o ns t o the huma ni za ti o n of mental 
hea lth care . At the same time, however, t h e thasis that mental 
illness d oes no t exist, but derives from ' social violence' and 
the exclusion process has c aused actual h arm t o the chronic 
pati e nt s who have l ost access to treatment and asy lum a s a result 
of the ' total cure' proposed by those advo c ating t h e clos ure o f 
the ' total i nstituti o n' . 
Laing's insistence o n the compr ehe nsibility of ps y c hos i s added a 
rich dimensi o n to the unde rstanding o f schi zophre ni a, b ut hi s 
theory does n o t do JUSt i ce to the variety of pat h o l o gy i n t h e 
gro up of s c hizophrenias, and his i ndi c tment o f t h e family f o r the 
pati e nt 's predi cament has in some cas es added a da.magi ng and 
purposeless s tigma to the ir burden. 
The glorifi c ati o n of ps y c h os i s in s u c h work s as "San .i ty, !llad ness 
and the family" (1 984) and "Po liti cs of experie n ce ctnd the bird 
of paradise " ( 1967) e. g. ''madness 
it may also be breakthrough 
n eed not b e a ll breakdown : 
1t is po tential libera tion and 
rene wal " (Laing, 1967 , p.llO), made treatment within co nve ntio n .:tl 
mo d els seem s uperfluous. But as Smith (198 2 ) says, 
"It is ope n to questi o n whether h js str ident insistence 
that s c hizophreni cs are not a ll ill -that t h ey are in 
some way superior to ordinary p eo ple because o t the i r 
inability t o come to terms wi t h normali ty - will rea lly 
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lead schizophrenics or those who try to h~lp them to a 
clearer understanding o f their co ndi tion" (p.642). 
The denial by wr1ters like Szasz ( 1974) that mental illness 
ex1sts made the release o f pati ents to the co~nun1 ty seem 
appro pr iate in the name of liberty, but as we hav e see n, this has 
lef t many defenceless a nd dependent v1 ct 1ms of chron i c mental 
illness to sleep 1n railway stations and unde r bridg e s. 
The nee- Marxist analysis of psyc h iatry as being a too l of 
capitalist soc i ety , and the 1nterpre tat1 o n of the prov1sion of 
mental health serv1 ces as a n Infringeme nt of bas1c human rights. 
have fl1msy relationship to fa ct and have had severe 
repercussio ns f or ma ny of the unfortunates · decarcerated' In the 
process of revol uti o n. Jones l 1982) cr iti cizes "the inherent 
sentimentality of a v1ew wh1 ch assumes that all t h e dev1ant's 
prob l ems are caused by ·soc iety ' and none by his own actions" 
(p .223 ) . 
Similarly, whil e institutions are embodied by me n, WJthin wh om 
both l o v e a nd vi olence tEras and Thanatos) are in conf li ct, the 
stat ement t h at all is vi o lence in society seems somewhat extreme. 
In f c t the exertion of press ure up o n individuals to conform i s 
no more specific to capita l ist th a n to socialist countries. 
Whil e i t is poss ible that t h ere I S less social violence 1n 
social -democrati c societies . b ecau se they are characterized by 
greater t o lerance, the number s of dev i ants and psychiatric 
pati ents 1n such countri es does not appear to have been reduced. 
Therefore It does not seem that soc1al pressure or · violence' 
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induce soc1al or psychiatri c deviance, or that they are the cause 
of mental illness: 
"In the majority of psychiatrlc conditi o ns (sch i zo-
phrenia. manlc -·depress ive p s ychos 1s , deme ntia . etc.) 
the fine mechanism of a ~soc ial plot' is n o t demonstrable 
in the dynamics of adm1ss1 o n to hos pital and these 
diseases occur in all soc1al classes" (Papesc hi. 1985 , 
p . 258 ) . 
The Marxist analysis of social r e la t i o nship s post u lates that 
human behaviour and social rules a re determ1ned by eco nomi c 
factors. Basaglia de c l a red "1 t 1S econontl c logi c that 
establishes wh at 1s humane and what I S not, wh at i s healthy and 
wha t i s ill " (In Papeschi, 1985. p. 249) . This reduct i o n ism 
and oversimpLifl cat ion exc ludes from social be havi o ur s uch 
fundame ntal factors as un co nsc ious. COnSCIOUS, and sublunated 
instincts and dr1ves, which over the centuri es have h e lp e d to 
det ermine the stratif 1ca t1 o n o f b e havi oura l rules. 
"Soc1al r ul es are universa l. and although they may vary 
within certain lim1t s according t o the type of soc i ety 
and hist o r1 ca l period. they are no t r e duc1ble t o a 
cri teri o n of produ ct lvity" CPapes chl, 1985, p .L49 l. 
It has yet to be convi n cingly demonstrated that all 
psychopatho l o gical v riabl e s depend o n eco nomi c and pol1t1cal 
factors. 
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Many radical c riti c s decl a re that po lit1 c al ac t1 o n 1s the o nly 
acceptable int e rventi o n regarding ment a l 1llness. Thus 
psychopharmaco l o gy 1s r e jec t e d, along w1th all oth e r t h e rapeutic 
interventi o n s -
" t he . . . s o c 1 a l p s y c h 1 at r i s t. . the ps y c hoth e r a p1 s t. t h e 
soc ial work e r are noth1ng but the n e w admin1 s trat ors 
of the v1 o l e n ce o f p ower. a s long as the y per pe tua te that 
vi o l e nc e by smo othing r es 1s tances . r eso lving 
conflicts provoked by its 1ns titu t i o ns . with the ir 
te chni c al apparently healing and no t VI o l e n t ac tion ... 
Th e y are no thing but i nstrume n ts f or t h e co n t r o l o f 
d ev 1a n t s o n the part of the -sy s t e m ' . whi c h s h o uld b e 
treat e d with sus pi c i o n. Thi s kind o f mo r e s o phi s ti c at e d 
v1 o l e n ce 
fr om deve l o ping 
(is l d es igned t o p revent a ctual confl1 c ts 
thus all owing th e preservat i o n of the 
s t at u s quo o f the c apitali st s y stem" 
Papesclu , 1985. p . 250). 
(Bas aglla, 1n 
Wh ile adm1tting that me nt a l h o spital s e v e rywhe r e h ad come t.o 
provide a r e press 1ve c u s t odial 1sm and a f alse ps y c h1 atr i c an s we r 
to pro bl e ms th t were ma inly so c ial, Papes c hi t1 985 ) c r 1t. i c i zes 
the co n c lus i o n t h a t it 1s the r e f ore 1mposs 1ble to e r a di c at e 
viol e n ce fr om a ny 1 ns t1 t uti o n . 
The v1ew that r es po n s ibil1ty for me ntal illness l1 es no t with the 
i ndiv1du a l. but. so l e ly w1 t h so c1 ety c an be cr i t.ic 1zed f or de ny 1ng 
man a ny k 1nd o f auto n omy, a nd a l so d e ny1n g t h e 1mpo r tan ce o f 
genet i c, b i o l ogica l a nd ps y c hodyn a mi c pe r so n a l t actors whi c h 
5 4 
combine with socia l conditi o n t o determi ne behav iour. The 
Italian mental illness l a w of 1904 blamed the individual and 
disregarded the social implications of mental illness. It seems 
reas o nabl e to doubt nevertheless that Basagl ia' s view - ''being 
with the mad a ga inst society" - represents a ny progress for the 
patient. The resu lt s of the 1978 l aw h ave bee n a greatly 
increased dema nd for (often inf erior) private faci lities f or 
thos e who can afford them. and 
jail or the ghetto for many 
all t oo ofte n - homelessness . 
oth ers. Devo lution to l oca l 
authorities h as res ult ed-· in the United States as well as Italy 
- In dimini s hed political accountability. 
(1985) conc lude: 
Jo nes a nd Poletti 
"If the r e are l esson s . .. in the Italian experience ... 
[they are that] mental hospita l s cannot be abolished by 
legi s l ati ve actio n and good Intenti o ns: they h ave a way 
o f return ing in disguise. Patients do not automat i cal ly 
become wel l if they are discharged from hospital - they 
and their families sti ll need h e lp. (Al so ] Ideas about 
de - skiJling and the aba ndo nment of professional r oles are 
not a s ubstitut e for good training programs Above 
all. political pressure groups are n ot a substitute f or a 
broad ly 
The 
based a nd we ll - inf o rmed mental health moveme nt 
implication that mental h os pital s can be 
abo li shed without exte ns ive and expensive substitutes . 
that patient s can be re - absorbed Int o t h e community 
without pa1n or effort (i s false). The real le sso n 
is that t hi s has bee n tried 1n It a l y and h as failed" 
(pp.346 - 347). 
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4.4 Summary and con~ent 
This chapter examines som of the maJor assumptions underlying 
mental health reforms in recent years, and attempts to identify 
misconceptions resulting In present problems. 
Psychiatric optimism (the patient can be cured) and the op timism 
of the anti - psychiatrists (the patient I S not ill) have resulted 
in moves toward a new system whi ch has promise for the motivated , 
acute or neurotic patient 
patient and his needs. 
but which overl ooks the chro ni c 
Well - meant legal reforms have tended to stress patient rights at 
the expe nse of patient needs, with the result that many people 
who really need treatment or ' asylum' are denied them in the name 
of ' freedom from restriction'. 
Two Important factors have been overlooked. Firstly, depending 
upon the values of the observer, blame for menta l Illness has 
been placed either o n the patient or upon society. In fact any 
useful understandi ng of t he problem must e n compass both the 
intra- and the Inter - personal, and recognise both individual and 
envi ronmental components of dis -ease. So lu t i o ns whi ch address 
only one facet of illness ca n only be parti al. 
Secondly, there has been a failure to recognise that there are 
many d1fferen~ kinds of long-term pati e nt s - whose problems and 
potentials - all differ. w need a blue - print of care whi c h 
ackn owl edges the variety and vul11erability ot real pat1 e n~s. a nd 
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allows them to receive whatever treatment (including 
rehospitalization) is necessary, w1thout blame. 
Recent reforms have over- emphasised the values of 1ndependence 
and responsibility, which may be 1nappropriate when applied to 
the schizophrenic, for example. This imposition of prevailing 
culture-bound values upon the realities of severe mental illness 
has meant that the real needs of the disabled have often been 
denied 
solutions' 
both by the ' total inst1tut1on' and by ' total 
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SECTION THREE 
WHAT HAVE WE LEARNED FOR THE FUTURE? 
CHAPTER FIVE 
WHAT ARE THE NEEDS OF THE CHRONIC MENTAL PATIENT? 
The chronically mentally ill are no longer 1nv1sible -the de-
ins titutionalization debacle has thrown this group of patients 
into the spotlight as the repercussions of over- looklng them have 
accumula ted. It is now clear that a scientif1c appraisal of the 
sub-populations w1thin this group is needed before further plans 
can be made. 
We will deal w1th the schizophre ni c as representative of the 
maj ority of these patients. 
those suffering from maJor 
retarded. and geriatrically 
It should be noted. however, that 
affective illness, the m ntally 
mentally d1sabled are also 
chronically disabled. and require long-term care. We need to 
plan different facilities for different groups of mental 
patients . 
The diagnosis of schizophrenia used to carry a high probability 
that the patient would stay in hospital until death. Now, while 
the clinical course of schizophrenia has changed little, 
increasing emphasis on commun ity care means that its social 
course has changed dramat1cally. The chronic mental pat1ent has 
to negot iate survival as an outpatient, which requires rational 
treatment strategies to take account of his characteristics and 
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needs. The interaction between patient and environment must also 
be considered. 
5.1 The handicaps of chronic mental illness. 
We are now in a better position to elucidate the respective roles 
of illness. hospitalization and treatment in the life situation 
of the long- term patient. 
5.11 Symptoms of illness 
"The defi ci ts of schizophrenia extend over a wide range, 
affe c ting 
behaviour'' 
mental state. cognitive abilities. and c urrent 
(Mathai and Gopinath , 1985. p.514) 
The premorbid personality o f the schizophrenic may be 
character1zed by traits such as poor social skills. inadequate 
rapport. suspiciousness or undue social anxiety. These trait s . 
combined with the fact that initial breakdown is freq uently in 
adolscence mean that many patients have not established s tabl e 
work or social roles before they are h os pitali zed or handicapped 
by illness. Acute symptoms of schizophrenia i nc lude 
hallucinations. bizarre delus ions. illogical thinking and blunted 
or inappropriate affect. Residual symptoms may inc lude social 
withdrawal, odd behaviour, impairment in perso nal hygiene and 
grooming , circumstantial speech and impa1 rme nt 1n role 
function1ng . Herz (1 984 ) reports that ear ly symptoms of 
decompensation s uch as dysphoria, poor concentration, social 
withdrawal, c hange s 1n slee p pattern or depression may be 
recognised by approximately 70 percent of pati e nts, and up to 93 
percent of families. Furthermore, schizophrenia carr1es an 
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increased risk of both depression and suicide - the greatest 
1 ike l ihood of 
showing the 
completed suicide being 
best premorbid adjustment, 
retain insight. (Drake and. Cot ton, 1986) . 
5.12 Environmental stress 
Early discharge carries its own risks: 
amongst those patients 
particularly If they 
"A prolonged stay In hospital causes certain 
disadvantages which are avoided by early discharge but 
... so long as patients are not completel y cured, they 
remain liable to accoMnodate other types of secondary 
handicap" (Brown et al., 1966a, p. 207) 
Brown et al. go on to identify two main forms of secondary 
handi cap : 
1. Maladaptive personal attitudes and habits on the part of the 
patient include dependency, hopelessness and despair; and 
2. Unfavourable reactions of important people in the enviro nment 
to the fact that the patient has been ill. 
Quality-of- life studies identify a number of dimensions on whi c h 
the life of the chronic mental patient experiences deprivation. 
Al though human beings ne ed relationship, friendship and co ntact 
for happiness, the schizophrenic is unlikely to cope in this area 
wi thout help - and consequently the lot of many chronic patients 
is that of loneliness, alienation and discrimination. 
60 
Having a job to go back to has been clearly link~d to remaining 
out of hospital. but s ludies have shown that on ly lU - JU% of 
dis charged patients are employed on follow- up (Lamb and Peeles. 
1984). Extended per :10ds of disappointing Job- seeJo ng (Inevit r.1bl~ 
for the handicapped In today's recessiona:ry climate) 
distress ing as 1nac tivitY at home. 
are as 
Schizophrenics neetl a c lear 1 y stn1ctured e nvirc.nme nt 1 n whI c h 
there are few comp lex deci s ions to be made. 
well with emot1onal demands or pressure. 
They do not cope 
and need a certain 
social space around them. The neutral superVJ S Jon of a dcty 
workshop provides a useful adjun c t to familY life. 
The schizophrenJc 1s most likely to be unmarried and unemploye d. 
with the increased vulnerability to stress implied by these 
conditions.Th e interaction of the everyday s t r·esses •)f 
survival,poor social and work skjlls. and hyper-s ~ns llivity to 
stras$ are compounded Ly the higher levels of stres~ ass oc jated 
with U1e drift down the soc1o--econonnc sca le and Jnt o the 
- twilight zones of tl e city' (Leff . 1 9 7 6 ) , i n t:. 1) w h t 1.. h t he 
pat I e fl t fl~ e q u en t l y g r a v i t a t e s . Other obstacles to successful re -
entry Into the cornmutnty are absence ot choices. and the 
unrea ll st 1 c expec tat i O ilS of others. Return to t a tnl lies WIth hi ~h 
rate s of n egat1ve expressed emotion. particularly wh e re more than 
35 hours week are spent with relatives, 1s associated with high 
relapse rates (Left. 1976; Brown et al .. 19b6). Even where 
families are car 1ng, the Interaction effects b tween floridly 
symp orna t1 c pat1ents and stressed may become 
destructive for all concerned. 
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5.13 Treatment effects 
The evils of institutionalization have been well aired. cll1d 111ay 
compound or echo the negative symptoms of schizophrenia. In 
addition, loss of sc.cial skills and social networks may 
accumulate with length of hosp italization . Finally, over-
ambit1ous or unrealistic rehabiUtation pt·ograrnrnes within the 
instituti on may stimulate resurgence of acute psychotic symptoms. 
Many discharged patients do not continue to take the1r prescri bed 
antipsy c hoti c medicati on, and are consequently at risk of further 
breal<down. However, although the medi cat i o n ' breakthrough' was 
one of the enabling roots of the de - Institutionalization 
movement, ha.s also created a large population of 
iatrogen i ca lly damaged persons. Gochman (1981) points out that 
"the infirmities of tardive dyskinesia, refl ect ing motor and 
othe1~ d1 f t use braIn damage due to 1ned 1 cation, are common 
effects among mental patients. Tr1ey follow ea.rlier conuno n 
effe ts, s uch as loss of sex drive , dry mouth, loss of 
appet1te, visual problems, 
imbalances, c:t nd zoinbie-ism". 
leg tingling se nsaL i ons and 
He goes on to ask "Where, 
and by whom are met1tal patients informed that the medic~tion 
they a1 ·e about t o rece 1 ve may be damag 1 ng, a nd wi ll produce 
dullnes s In all the emotional and intellectual aspec(s o f 
thei.r live::; ? Are they g1ven the opportunitY to c hoose 
problems o t lJvir19 over poss 1bl e permane nt cc1ppl1ng?" 
( Go c hn 1 an , 1 9 8 L p . 111) . 
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Compliance may to a certa1 n extent rerlect qualitY of pati e nt -
doctor relationship, and adeq u ate edu cat i o n as to effects and 
side - effects of drugs.The professional me ntal health work e r o u ght 
to r e main constantly aware of hi s ob ligati o n to provide c areful 
monit oring of dosages. and to be ever-se nsitive o f the balance 
betwee n the costs and gai n s re lat e d to medicatio11 t or the l Jng -
term patient. 
5.2 The hetero_g_e ne o.!:J~atient p o pulatio n 
Today the c hro ni c psyc hiatr ic populati o n includes at l e a st three 
groups of patients, With a variey o f prob l e ms and n eeds whi c h 
mus t taJ<en 1nto account Jf se rv1 ce pl a nnJng I S to be effec tive. 
5. 21 The ' old' long- stay chronic patient 
These are patien~s wh o have b ee n hospita li zed f or l ong periods 
and wh o are now ex pected to return to the community. 
"They are pe o p J e wh o h a ve imp a 1re(J soc 1 a 1 t unctIo n 1 ng. 
psychol og ical di sability, a nd res idu a l s ymptomatology. 
They of ten h ave n o h ome . n o f amilY . a nd n o friend s to 
wh om t o return" (Talbo tt, 1978, p.41). 
Their more florid symptoms may be contained by pharmacoth e rap y, 
but th e ir da 1 ly living sk1ll s are rnarg 1nal , a nd t h e re h as b ee n 
littl e ~ hange I n t heir underlying p a tho logy . 
5.22 The young adult chronic patient 
"D ur1ng the past fiv e years, . eve n as o ur centra l 
Vl Sion was dire c t e d at the neglect o f the s h uPP lng bag 
me n and wome n HI o u r c :i ty streets (and th e i r unme t n eeds 
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for d ece nt 
periphera l 
ho us 1ng, 
VISIOn 
s upp ort, and 
was beg :inning 
rehabilitati on), our 
t o be -a pture d by the 
furtive. lurking young man or wornan in the doorway 
the y oung, ctdult psyc hiatric patient In t 1 e community" 
(Pepper and Ryglewicz, in Talbott . 1984, P .33 ) . 
Thes e patients have grown up f o ll oWI Il g the Hll r odu c tJor, o t 
de1nst1tution ii l ization . The typical profi l e o f t hi s pat1 e nt I S 
as follows: He is a s 1ngl e whit e mal e, age 27. c i ty- dw e lling , 
diagnosed s chi zo phreni c, first hospitalized at age 22 . and 
subsequ e ntly h ospita li z ed frequently for s hort s tays (Talbott. 
1978). There is an alt ernate prototype wh o IS femal e, di ag nosed 
bi -po l ar d 1sorder 0 1~ bo rder line P•3rsonal J t:.Y w1 th alcohol o r· o U1 er 
subs tctn ·e iibuse. Thes e yo unger pot Ients s h cue Two overarching 
charact er 1s ti cs': 
"their se vere d e f :t c 1ts in soc .i a l f un ct i•J n ·ing a nd the n~ 
tenden y t o use me nt al heiilth services Inappro priately, 
In ways that dra i n t he time and energy o f cl 1n 1cian~. ye t 
do not cmfonn to VIable treatme n t plans '' tPepp rand 
Rygleh'icz. in Talbott. 19 84. p. :.,o:J ). 
The young adult c Jn·onii_: g r o up Inc ludes a h1gh pt .:..•por·tl o n o f 
never- hosp it alized peup l e . a nd a. l so many l' evo l vl ny du-,r' 
pa c1e nt s . A prob l em I m~ lied f or t h e system by these ~ati e nts-
who f o rm a large untreated and under -- Idf;;ntifi ed populati o n o f 
hi gh geographic mobility - is tl1at e v e n a range o f appro priate 
and lnt egrctteJ. a l ten1aL1ve s e J~ v1 ces woulct not e l 1rn1n ate s uch 
c rnruon d 1 f f 1 c ul t 1 es dS no n- camp 11 anc:e. 
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rejecti o n of r eferral, and heavy 1~e lian ce o n emergency and crisis 
unit s. 
They are sign ificant ly diStinguished fr om the older population of 
chronic pati e nts by the incidence of alcohol or o tner drug use 
and ab use. suicide attempts or risk. disruptive soc1al behaviour. 
and reJeCtion or In appropriate u se of mental h ealth servi ces. A 
large number of c hil dre n are b e 1ng raised by th1s popu l ation 
(Tal bott. 1984). 
5.23 The - difficult -to-manage' patient 
There IS a group of pat 1ent s - particularly antong the young 
c h ron1cs - who present a management problem as a res ult of 
assaultive beh viour. They are diffic u lt o handle a.s 
inpa tients, a nd may be da ngerous to others if discharged. An 
increasing number of patients is h o used In correctional 
facilities. b ut appropriate manageme nt remains a problem. 
5.3 The ne eds of he chroni c mental patient 
"A maJ or and lasting co n tribution of the de -
Instituti o nali zat ion movement I S that we have learned to 
th1nk about the needs of chro n ic psychiatric pcttle nt s In 
new ways " l Bdchrach. In Talbott, 1984. p.l67l. 
We now know that many chronic mental patients ca n aspire to a 
mu ch fuller life with dignitY in t h e conu~turntv. gJve n a certa u·~ 
support system. Both negatIve and pos 1 t 1 ve syrnpt.oms may be kept 
to a minimum by appropriate manipulat 1on of the env1ro nrnent . 
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Wi th a more informed Idea of the handicaps Impo~ed by chro ni c 
ment al illness and a bet ter idea of the specia l needs of 
different groups within th1s populati o n. we are able to reassess 
the psycho l og i c al and social need s o f psyc hot i c patie n ts and 
the 1 r f ami l i e s . 
Turner (1978) put s it simply : me nt a lly di sab l e d adult s. lik e 
other people. need food, clothing, acc ommodation. transportation. 
educat i o n . recreatio n and money . Al so. like ot. hers . they need 
perso nal s uppor t netwo k. A community s up port system f or t hi s 




Appropriate preparation for di scharge. Inc luding ward 
programmes t o prepare l o ng - h os pi tal i zed patients f o r se lr -
care. mea l preparation and simpl e ho us e ho ld tasks. Many 
h osp J tals use be hav i ur modif i c ati o n progranmes t or the 
shap1ng o f more 1nde pendent behavi o ur within the h os pital and 
dl so 1n the community, where use o r publi c tra nsport. 
shopp ing and ot her everyday interact i o ns are best learned. 
Adequate ho us ing : a wide range o r differe nt l eve l s o f 
acconmoda l1 o n a nd suppor t servi ces . s ubs1d1zed J f necessary, 
and of f er in g securitY. privacy and a uto nomy. 
Human relati o ns hiPS : This Inc ludes family therapy and 
financial help where the s e m1ght pro p up a pos itive support 
sy::;tem. Over 65 perce nt of schi zo phreJti c pat1ents wl o are 
discharge d retur n t o their famili es. Famlly education 
s h o u ld begin during the early stages o f treatment. while 
families are st 1ll eager to learn co ns tructive t echniques 
for leal 1n9 w1 th the pati e nt . "A family's e ndurcm c e 
should not b e undu ly taxed. f' arnili e::> o f tt1e 1ne ntally 111 
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have b ee n a s ked t o do too mu c h for too l o ng" (O'Connor , 
1984 , p.994) 
so c i a l sk i l l s , 
Al so import ant ar e active development of 
daytime and evening soc ial act iviti es . and 
organi zed formation of 
corrununity. 
social link s with members of the 
4. Employment o r occupation al programmes: A compr e hensi v e 
system of she ltered and protec t ed work and work training 
situati o ns. flexibly adapted to the capacit i es of the 
individual. Day ce ntres offer ing meaningful occupati o n f o r 
those who may not be s ui table f or e mp l oyrne nt o f any sort are 
also ne cessary . 
5. Leisure and recreatio n : t hi s in c ludes access to 
entertainme n t and adult education . 
6. Safety : The me nt a l patie nt is v ulnerable to explo ita tion. 
and re ndere d potentially mor e so by some s id e - ef fe c ts o f 
medi cation. 
7. Psychosocial rehabilitation servi ces: In c luding training 
in community living ski ll s , 
increas ing respo ns t b l lity . 
with Inc e ntives for taking 
8. Ass i s t a n ce in applyi ng for Income . medical and oth er benefits 
to whi c h c l ients may be e ntitl ed. 
9. Twe nty- fo ur- h o ur cr isi s assis tanc e: Hospitalizat i o n must b e 
available if ot h er o pti o ns are ins uffici e nt. 
5.31 Principles underlying the provision of these services 
The principle of aggress ive o utreac h 1s Irnp o l·tan t, si n ce tl1e 
traditi o nal ~ waiting mode' of servi ce provision IS Inapp r opr i ate 
t or effective servicing of this populati o n. Supportive se rvi ces 
must be of Indefi nit e duration. e ither t o s u~ta1n pre se nt 
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funct onctl capacities, or to keep turthe r d e t e ri o ration t o a 
minimum. Deliberate involvement with the communitY by ment a l 
health workers 1s necessary to fa c ilitate a cceptance o f the 
chronic pat1ent. and invo lve communitY mt:mbers in pro vi sion 0t 
services such as housjng, employment and compan ionship . Case 
management, with team foll ow- up of ea c h patient to facilitat e 
movement through the sys~em, and prevent patiencs. from ' falling 
through the c racks ' Is essen(ial in the provision of a system of 
continuous care . Th~re · : i~ a need f o r sel f - hel p group s whi c h 
provide peer emoti o nal ~ upport and all ow r ol8-mode ll lng and 
altrui sm; and also ror advocacy: chron1c mental pat1 .nt s can not 
lobby f o r th mselves. 
Any long - term drug trea tntent carries risks, and edu cat i o n about 
medication emp owe~s the patient, givJng him or h e r the 
opportunity t o play a respo ns ibl e pa~t 1n hi s treatme n t, chus 
meeting u valid ne ed for a sense of eff i cacy. 
La ck ner (19 7 8) points o ut: 
Furt hermore, as 
" Updat ed eaucat 1 o n abo ut drug· management n eed s to be 
pro v1ded not o nly to the prescribing phys i c i a n. but als o 
t o those r es p o ns ibl e f o r dallY admini stration, Including 
board- and- care operators, relatives and pat i e nts 
themselves " (p. 30). 
Lamb ( 1984) stresses that it is ne cessary t o re cogni ze th Lt some 
pat i~nt s wi l l n eed mo re stru cture and control, In c luding poss ibly 
involuntary tr e atment 
reside ntial setting. 
In a secu re Intermediat e or long- term 
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I n planning an environment for the chronic me ntal pat1ent which 
will maximise h1s or her chances of l1v1ng as full and normal a 
life as possible. we must remember the very real responsibility 
to take account of the patie nts' goals and values. as well as our 
own. As Jones has argued: 
"We need to explore ways that wi l l help them t1nd the1r 
h1dden potential and develop a therapeutic culture of 
the1r own. This calls for sk1lls of a diff erent order 
than our traditional treatment methods. which aim 
primarilY at an end product in conformity with o ur ruzzy 
concept of ~ well ness' . The problem about . whi c h we seem 
to know the least is the life s tyl e and activities that 
could lead to a feeling of self - fulfillment for these 
patients. Left to their own devices. they remain 
apathetic and inactive. However. pressing them to 
fulfill our expectations of an active. independent 
existence may mere ly heighten their negative se lf - image" 
(Jones. 19 75. p.98). 
5. 4 Sumrnary and comment 
To plan appropriately tor the chronic mental pat1ent - o f whom 
the schizophrenic IS representative we need a scientific 
a p praisal of the sub-groups w1 thi n thiS populati o n. and of the 
handi ca ps s pe c ific to each gro u p. 
Three major groups of patient can be Ide ntified: 
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1. The old long- stay patients, who In addition to the effects of 
chronic illness . 
institutionalism. 
suffer the numerous secondary handicaps of 
2. The young chronic patients, who suffer severe deficits in 
social funct1oning, are freque ntly druy or alcohol abusers. and 
tend to reJect or make inappropriat e use o f me ntal health 
services. 
3. The difficult - to- manage pat i e n ts, who may be dangerous to 
themselves or others. 
The handicaps of chronic me n ta l illness Hl particulal~ or 
schi zo phrenia reflect the respective effects of Illness. 
hospitalization and treatme nt. Symptoms o t Illness Include poor 
premorbi d personalitY adjustme nt, inadequately establish e d work 
and social roles, negative. pos itive and res1dual sympt orns of 
psychos i s, and In .rased risk of depression and s ui cide. 
The present emphasis on communi tY care means that e nvironmental 
stressors now confront the chroni c pati ent. who is lJJ<ely to have 
to negotiate the unsupportive world o ut side the hosp1tal with all 
the handicaps mentioned, and their corollaries ot unemployment, 
soc1a l isolation and material deprivati o n. 
Unreallstic expectations of both the pati ent and his e nviro nment 
have been responsib l e for the apparent tailure of de -
instituti onalization to date. Informed des1g n ot care 
programmes. based o n he real needs of the chrornc patient. must 
include appt' OPY" 1 ate preparation for disch ... rge. Incl udin g 
psychosoc ial rehabilitation. provisi o n of adeq u ate housi ng, 
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employment or o cc upat ional progra~nes, help with socia l links 
within the communitY. and c risi s assista nce, with the option of 
hosp itali zat ion if necessary. 
The c hronic mental patient, with hi s particul ar prob l ems a nd 
handi caps, needs aggressive foll ow- up with1n the co~nunity o n an 
on-go ing bas1s - often for lif e and req uires advocacy to 
complement se lf - help 1n order t o co pe. Above all, we h ave to 
accept that s ome may require temporary involuntary admi SSion or 
long- term asylum. 
71 
CHAPTER SIX 
SOCIAL CONTEXT AND SOC IAL CHANGE 
6.1 Social context and the role of the psychologist 
It is increasingly recognized that psychological practi c e both 
reflects and is obligated to respond to so c ial context; and in 
fact , psychologists - and other mental health workers - have 
been among the most powerful and effe c tive challengers of the 
state mental institution. 
Zautra (1983) po ints to the ethical responsibilities involved: 
when plann i ng to study and intervene in community 
first to define what constitutes a go od community. 
life, we have 
In f act , it 
is considered by many to be a dereliction of duty not to respond 
to the broader society within whi c h live, and not to confront 
publ1 c policies where they might be considered in itn ical to mental 
health. 
While the psychol ogist has traditionally been concerned with 
understanding and working with the individual, cr i tical theorists 
in particular increasingly challenge us t o concern ourselves with 
all social system l e vels, i.e. the 1ndividual, group or family, 
organization or instituti o n, community and s oc iety (Lazarus, 
1986) . The preceding study of the 1 i terature indicates that 
appropriate response to the needs of the chronic mental patient 
includes accepti ng the role of advocat e f o r thes e patients. The 
professi o na l also has a responsibility t o cooperate w1th and 
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develop non- professional and voluntary aid, if we are to meet the 
challenge of supplying an effective service. 
Hopper assert: 
As Baxter and 
"Meeting essential needs is ... a po litical question, one 
of social justice, whereas the provision of services is 
reduced to a technical or administrative commonly 
problem. The domain of mental health practice cannot be 
restricted to the latter." (in Talbott, 1984, p.59). 
6.2 Social change and the paradigm of community ps ychology 
In our search for a just and humane society we have t o accept 
that we cannot create utopia. Furthermore, history repeatedly 
demonstrates that many problems are inadvertently created by so-
called solutions. Rappaport (1977) suggests that a search for 
new paradigms is more appropriate than a search for solutions. 
He discusses the social determinants of mental health practice, 
and notes that different paradigms imply different modes of 
social intervention. To the extent that we are aware of how our 
beliefs and practices are constituted and mediated by c ulture, we 
are less subject to the tyranny of prevailing tradition. Since 
some paradigms are more conducive to the creation of a more 
facilitating and humane society than others, Rappaport suggests 
that it is particularly important for the helping professi o ns to 
choose their guiding vision, or paradigm, advisedly: "The 
passive acceptance of status quo social forces is ... equally 
poli tica l as active intervention 
(Rappaport, 1977, p. 26) .. 
aimed at soc ial change" 
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The concepts of first-order 
looks like change but really 
change (change within a system that 
is not) . and second-order change 
(genuine change in a system). have implications for paradigm 
choice. The paradigm of community mental health attempts first-
order change when it helps individuals to adapt to a system. 
Community psychology, on the other hand, attempts second-order 
change by addressing the rules that govern relationships between 
groups. This approach defines intervention tactics in terms of 
strengths rather than weaknesses. and communicates to its target 
population the expectation that it is competent and adequate. 
Psycho logy is full of paradigms of the person, and is based on 
one idealized standard of man. According to Rappaport (19 77 ) the 
current scientific rules addressing today's issues of relevance, 
such as social change, social justice. politics. economics and 
social systems - are just not working. Ordinary psychology, for 
example. has aimed at adjusting margina l prople to the norm. 
Rappaport proposes that the paradigm of community psychology 
provides a more appropriate model for dealing with the moral, 
ethical and value questions facing today's diverse communities. 
Community psycho logy attempts to find alternative ways for 
dealing w1th deviance from societies' nonits. and avoid.::J labelling 
differences as necessarily negative or requiring social control . 
It recognises every person's right to be different without risk 
of suffering material and psychological sanction. Diversi ty and 
cultural relativ1ty are supported, and while individual 
differences are respected, economic pol1cy must be one of shared 
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resources and social responsibility. The traditional expectation 
that clients should find their own way into the service network 
is eschewed in favour of bringing services or resources directly 
to the individual or community in need. Problems may be 
prevented prior to their onset by creating change in the various 
social systems of society. 
This approach to social serv1ces can be seen as responding more 
appropriately than other paradigms to the press of current 
events . It emphasises equitable distribution of the central 
resources of power and control, money and independence, and it 
accepts the responsibility of implementing as well 
new programmes for social change (Rappaport, 
as inventing 
1977) . The 
community mental health approach may be criticized as aiming to 
socialize everyone to a single standard as d fined by the 
establishment, whereas a co~nunity psychology is based: 
"first on a social and ethjcal value system which 
recognises the right to be different; second, on an 
ecological pers pective which v1ews all people and all 
c ultures as worthwhile in their own right; and third, on 
a belief in equal access to material and psychological 
resources" (Rappaport, 1977, p.53). 
6.3 Social c hange process 
While it has not been possible to consider socio- cultural 
context, or models for change in depth within the confines of 
thi dissertation, the ability to survive the guerilla warfare of 
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promoting institutional change is an important s kill for the 
concerned psychologist. 
The search, for alternatives to hospital treatment pro grammes 
implies active involvement in the process of social change. 
Fairweather proposes that: 
"It is only through actual experiments that the value of 





- centers for Experimental 
directly with the social 
administrators in the society and the problem population 
in a cooperative effort to create continuousl y new and 
innovative models and to implement them whe n the usual 
programs developed and used by society are not solving 
the problem for which such progran~es have been des1gned 
as solutions" (Fairweather, in Stein and Test, 1978, 
p.302). 
Talbott, (1978) ' in d1scussing the complexities of the change 
process in state hospitals, declares that the state hospital 
prov ides an ideal example of a bureaucratic system more intent on 
preserving itself than on attaining its goals, and suggests that 
the very size of many institutions runs counter to the goal of 
providing the 1ndividual with human services . He identifies an 
obsession with paperwork and regulations as an active defence 
against grappling with the frustrations of treat1ng the 
chronically mentally ill, and calls for leadership 1n mental 
health services to be placed in the hands "of those who value 
76 
people and quality, and taken away from those who thrive on paper 
and quantity" (Talbott , 19'78,p.159). 
It seems clear that approaches addressing only certain elements 
in a complex system cannot adequately address its more deep -
seated problems. General systems theory suggests that if we hope 
to improve care for the chronic mental patient , we will have to 
alter the entire mental health system. 
6.4 Options for change 
Talbott (19'78) identifies a range of modes of social c hange 
available to deal with the problem of effective c are for the 
chronic patient. He describes four options: 
1. The conservative solution 
This approach usually involves maintaining the status 
quo: making modest changes to Improve h os pital 
functioning, and no attempt to change the philosophical 
approach to the treatment of the difficult patient. 
Despite the undoubted need for residential care for a 
small core population of the severely ill, Talbott 
criticizes this option as a regressive solution since it 
is only by systems change that we can h ope t o grapple 
with the issue. 
2. The reformist solution 
This would involve reform of all elements impeding the 
hospitals from performing their missi o n . It implies a 
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complete re-thinking, re - structuring and re - doing of the 
state mental hospital system, but also the retention of 
the purpose for which these hopitals were established -
the care of those who are not cared for by others, 
especially the severely mentally ill. Such reforms would 
be costly, would go the heart of entrenched political and 
professional vested interest, and they would require a 
long time to become effective. 
Talbott points out that this approach is spurned by true 
radicals as comprising superficial ' Band- aid' reform that 
may actually prevent substantive change. 
3. The pragmatic solution 
This solution proposes retaining the facilities of the 
large mental hospitals. whilst altering their roles and 
functions. One approach within this model suggests that 
the state hospital take responsibility for a catchment 
area. fitting into the area's existing range of services, 
providing missing facilities, and serving whatever 
patient groups are not being served (Talbott, 1978). 
While this i s a cheaper alternative than total reform of 
the system. there is the possibility that it, too, could 
become just another administrative manoeuvre to preserve 
the status quo. Furthermore, 
responsibility and flexibility at local 
always be warranted. 
assumption of 
level may not 
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A positive move away from custodial care to active 
treatment approaches is implied. 
4. The radical solution 
This 1s the 
1970's: it 
approach attempted in Italy dur1ng the 
demands the closure of the large mental 
hospital, and its replacement by a network of community--
based services. 
Problems facing the implementation of th1s solution - in 
particular, lack of provision for the seriously mentally 
ill have resulted 1n a backlash against closure. 
Talbott (1978) suggests that for this approach to be 
successful, there must be: (a) adequate preparat1on and 
retraining of state employees; (b) adequate and 
comprehensive services in the community; and (c) 
specific provision for the care . treatment and 
rehabilitation of the chronic mental patient. 
6. 5 Summary and corrune nt 
This chapter exam1nes the influence of soc1al context upon the 
role of the psychologist, and suggests that to meet the challenge 
of supplying an effective service. it is a neccessary 
respons1bility for her to concern herself with all social system 
levels, since meeting essential needs is primarily a matter of 
politics . 
The present mental health sys tem is clearly not meeting patients' 
or society's needs, and consequently we a e challenged to 
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consider the 1ssue of change: what would constitute a more 
facilitating community, and how are we to achieve it? Change 
implies changes in priorities, changes in modes of intervention, 
in allocation of resources, and in roles and expectations. Do we 
choose first - order change or second- order change ? Whether we 
choose to patch up the existing paradigm, or search for a new one 
is a cent al question, for some paradigms are more conducive to 
the creation of a humane society than are others. 
The var1ous op tions for change - classified a s conservative, 
reformist, pragmatic and radical by Talbott 
considered. 
( 1978) are briefly 
The Italian solution to the problems of appropriate c are tor the 
mentally ill was in the mould of the ' radical solut1on' described 
by Talbott (1978). On the premise that the decision that someone 
is mentally ill is essentially a political one, 
political process to accomplish its objective. 
it utilized 
The slower 
process of runn1ng down the mental hospitals in Britain and the 
United States was seen as a compromise wh ich 'polluted' and 
'contaminated' the alternative networks: only a totally new 
paradigm , based on an idealistic vi sion of a different world was 
acceptable. 
The pragmatic sol ution IS well illustrated by the planning 
principles and certai n experimental models within the British 
approac h, to be d1scussed in chapters seven and eight. Wh1lst 
th1s solution does not require a total paradigm switch, the 
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careful management of change, or transition from a h os pital -
centred system, to a community- based one is central to success. 
Thus whatever her world- view, the mental health professional 
cannot evade a concern with change. Indeed , Fairweather (ln 
Stein and Test, 1978), proposes that deliberate on- going 
experimentation with new models is an appropriate way to meet our 
obligation to be a ctively involved in social change. The Br1tish 
system is now officially committed to supporting l ocal initiative 
in an on- going search for innovative and effective programmes. 
"New programs exist and more will be found that can 
replace the patients's lowly social position with first -
class citizenship To ac complish thi s requires 
continuous social change in whi ch experime ntation is a 
key element" 
p. 308 ) 0 
(Fairweather, 1n Ste in a nd Test, 1978, 
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CHAPTER SEVEN 
THE DEVELOPMENT OF INTEGRATED 
SYSTEMS OF COMMUNITY CARE 
"Doubt and c ynicism have replaced hope and confide nce 
is it possible to provide adequate alternatives to the 
mental hospital?" asks Bennett (in Stein and Test, 1978. 
p. 266) . 
He suggests that the answer depends on our evaluation of 
community servi c es where new methods of care are being pioneered . 
As May (1975) points out, the traditional outpatient model, based 
on the naive pro position that patients and their families will be 
cooperative and eager to come in for treatment. is inappropriate 
for schizophrenic patients. The care of these patients needs to 
be coordinated. and the disparate elements of mental health, 
health and social sys tems must cooperate more effectively. 
Psychiatric h ospitals have been attacked since their founding as 
inhumane and providing o nly poor custodial care, yet, as Talbott 
(19 7 8) reminds us , a cause of the failure of the mental 
ins titutions has be e n the difficult nature of their primary 
populati o n. 
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The effectiveness of community alternatives has u s ually been 
me asured by the outcome variables of: 
1. Time out of hospital and re - admission rates; 
2. psych otic sympt omat ology; 
3. psychosocial functioning; 
4. client satisfaction; 
5. economic cost, and 
6. family and community burden. 
We now l<now that length of hospital stay, in- patient bed numbers. 
and number of re - admissions are not per se adequate measures of 
effectiveness, although extremely high rates of recidivism imply 
that social fa ctors of relevance to clinical outcome are not 
being adequately addressed. 
The elaborate network of services required 
"constitutes a massive therapeutic/social effort with 
meticulous attention to detail and completeness in a 
population that nejther expresses its appreciation for 
such heroi c efforts nor responds to provide the care 
givers with intrinsic satisfaction for their attempts" 
(Talbott, 1978, p.168). 
7.1 Experiments and innovations in service provision 
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Increasing use is being made by forward- thinking planners of 
experience gained from models of alternative services. For 
example, the Community Psychiatry Research Unit met in November 
1982 at St. Bartholomew's Hospital Medical College in London to 
pool ideas regarding the development of comprehensive district 
psychiatric services. 
c onference: 
Lord Trefgarne stated. in opening the 
"Communication and collaboration are key issues in the new 
pattern of psychiatric services " (Reed and Lomas, 1984, p.23). 
A programme of annual reviews to monitor regional progress in 
development of services . and regular production of circulars to 
pull together accumulated knowledge, have been established in 
England. Lord Trefgarne went on to spell out lhe British 
approach for the future: 
"There is a need for regular information about the work 
of professionals. about various schemes, about methods of 
coordination ... we must not fail to capitali z e on t he 
power of modern information and technology to support and 
inform and assist the human factor" (Reed and Lomas. 
1984, p.29). 
Accordi ng 1 y, "s i nee l oca 1 variation and experiment is of the 
es s en c e" CReed and Lomas. 1984. p.28), we will examine a few 
examples of services whi c h demonstrate heuristic efforts to 
provide a more effective service. 
7.2 Models in the United Stat~~ 
7.21 Preparation for community placement: Norristown State 
Hospital treatment programme 
This programme. begun in 1970, was organized to address 




Previous programmes had some success, but 
(a) token economy wards. teaching basic self - care and social 
skil ls through operant conditioning procedures have been 
effective in shaping adaptive behaviour. but improved 
functioning was not maintained in the community, where 
environmental supports are not so immediate, 
lavish: 
consistent or 
(b) the social - democratic milieu - with group pressure directed 
toward - normal' functioning and taking responsibility, did 
not address the chronic patient's need to improve dail y 
living skills. and 
( c) pre - discharge wards, geared to provide training in community 
Uving skills, too often assume or require higher levels of 
functioning tQan such patients possess. 
· The Norristown Hospital programme was designed to provide four 
stages of comprehensive, continued treatment for chronic patients 
who are to be placed in the community: 
1 . Token economy wa rds provide the first treatment stage for 
severely regressed patients. Basic self - care and 
socialization ski lls are shaped using primary and secondary 
reinforcers. Tokens are distributed daily, and patients may 
vi sit the ward store twice daily. 
2. A coed activities ward provides the second treatment stage, 
where a full schedule of recreational and occupational 
therapy is individually tailored to provide patients with 
rewarding experiences of success, physical fitness and mental 
alertness. 
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Where patients do not show sufficient improvement 
leave hospital, they nevertheless benefit from a 
independent life within the hospital. 
to actually 
fuller, more 
3. Socia li zation within a coed ward in a democratic milieu 
provides the third treatment stage via an intensive group 
therapy programme. The ward environment is designed to 
resemble the community environment. links are made with the 
outside wor ld , 
is e nc ouraged. 
and self - initiated, stable, adaptive behaviour 
4. The coed exit ward provides an accelerated community 
orientation programme and training classes in such aspects of 
da i ly living as banking, laundering and h ousekeepi ng. 
PatJents visit previously discharged patients, participate in 
a self-med i cation programme. and may live together in groups 
withi n the h ospita l in preparation for discharge as a group 
to the community. 
pl anning. 
Relatives are involved in placeme nt 
Becker and Bay er (1975) report that 88 percent of patients 
discharged via this procrramme have made a successful adjustment 
in the commun ity (during a three mo nth to five year follow- up 
period), giving a recidivism rate (12 percent) well below the 
na tional average of 60 percen . 
7.22 A rehabilitation centre: Fountain House. New York 
"What we are trying to do ... at fountain House is to 
serve more adequately the increasing numbers of people 
leaving our mental institutions who are obviously not 
needed by the community to which they are returning 
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We are trying to create a community where the 
individual patient ... can make a genuine contribution, 
can be clearly ne eded, authentically appreciated and 
recognized We are a kind of large extended family" 
(Stein and Test, 1978, p.203). 
Fountain House is a social club, with six rehabilitation areas in 
whi ch members can participate: 
clerical office, the Snack Bar, 
the kitchen- dining room, the 
the Education and Research 
Center, the Thrift Shop, and a diversified unit. 
staff participate together in all club a c tivities . 
Members and 
Members prepare meals, produce a daily newspaper, go s hopping, 
clean up, make home and hospital visits to members. prepare and 
modify their own rehabilitation plans. 
Fountain House provides a number of special rehabilitation 
services to its members which serve as a valuable model for 
community programmes elsewhere. 
1. Transitional employment. For example, Fountain House in New 
York has negotiated job placements with some 40 business firms in 
New York City, in which over 120 members earn a total of $300,000 
per year (Peterson, 1982). Each job belongs to Fountain House 
rather than to any member, and is generally used by two members, 
so that pressures to succeed are considerab ly reduced. This 
programme circumve nts certain barriers which all too ofte n 
prevent the psychiatric patient from seeking, securing or holding 
down employment - such as the ability to pass a job interview. 
If the member cannot handle the job, he can hand it over to 
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another member. without the devastating feeling of failure -and 
closing of doors for future employment - whi c h no rmally a ccompany 
this experience. 
2. A place to live. Fountain House circumnavigates the barriers 
to decent hous ing which face so many ex- patients. such as 
references, deposits and the 
landlords . 
capacity to negotiate with 
In 1978 Fountain Ho use was leasing some 53 apartments in New York 
City - typically shared by 2 to 4 members, who were thus enabled 
to pool their resources and have a more attractive and supportive 
plac e to live. Modest furnishings are available through the 
Thrift Shop, and maintenance of apartments provides meaningful 
activities for members in the day programme. 
The New York Fountain House served over 1000 members in a period 
of a month during 1978, with daily attendance of up to 400 
pe ople, representative of the spectrum of the city's po pulation 
(Stein and Test, 1978). A large majority (83%) of the disabled 
population remained active in the rehabilitation process. and the 
unit served also as a training placement for psychiatrists. 
psychologists. psychiatric nurses, social workers and other 
mental health disciplines. 
Fountain House actively supports the establishment of similar 
fa c ilities elsewhere- not only in the United States. but in such 
countries as Australia. Pakistan, Poland and South Africa. 
88 
7. 23 An integrated community system for the effective treatment 
of schizophrenia: The North Nassau Mental Health Center. 
Long Ialand 
Thi s ce ntre has become the focus for the development of a model 
treatment system, comprising a clinic. a specialized laboratory, 
a hospital. a patient se lf - help group, a half - way hous~. a day 
treatmen ce n tre. and a local men tal health organization geared 
specifically to the treatment of schizophre nia. (Hawkins, 1972 ) . 
All components of this system relate freely to each other on all 
leve l s. and patient, family and staff may be invo lved 
simultaneously in all of them. Referrals between the units are 
immediate and without red tape. Because many schi zophrenics have 
recurrent drug or alcohol problems, liaiso n has been established 
wi th existing alcohol and drug programmes, and the entire system 
is linked to the National American Schizophrenic Association. 
Patients may enter t he system through contact wi t h any of the 
component units or groups, and generally become involved 
successfully with a combination of them at various stages of 
their illness and recovery. 
7.24 The mini-mental-health centre: The Veterans Administration 
Hospital, Los Angeles 
May (19 75) descrjbes the mode l of the mi ni - mental - health centre. 
wh ich he suggests cou ld remedy deficiencies in community 
resources. He describes the reconceptualization of the 
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psychiatric hospita l as the core of a new type of regional mental 
health centre. supervising the same team of mental health workers 
to provide continuity of care for both inpatients and outpatients 
in the region. The core facility would have inpatient facilities 
and a number of satellite residential and outpatient clinics. 
This mini-men ta l - health centre is conceived as having the 
flexibility to provide treatment of any type, by any profession, 
in whatever framework is appropriate for a particular patient -
including hospita l or outpatient care, day or night care, and 
home visits . 
The patient is always treated by the same staff members. This 
continuity of s aff is particularly important because of the 
fragility of the object relations of many psychiatric patients -
especially the schizophrenic. Patien s transfer relationships 
with difficulty to new caregi vers, and it is more efficient to 
capitalize on existing therapeutic bonds than to transfer 
patients to different teams in different part s of the system. 
Each newly- admitted patient is assigned to one of two multi-
di sc iplinary teams on the ward, who will also be responsible for 
hi s or her outpatient follow-up. 
"When we discharge someone from in- patient care. we hope 
that he is able to live independently. But if he needs 
outpatient or day treatment, we discharge him to 
ourse lves . We provide care for him at any hour of the 
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day or n ight . seven days a week'' (Johnson et al .. 1975. 
p .602) . 
The team pays particular attention to the development of 
relationships with staff of board-and-care h omes, families and 
empl oyers . Careful preparation for discharge of 
inst itutionalized patients includes bas ic vocational counse lling, 
and training in t he use of laundromats, public telephones and 
public transport. Day care programmes e mphasizing social ski lls 
a re provided at the h ospital; activi ty groups are provided 
weekly in a number of board and c are h omes, and mo nthly follow- up 
groups are hel d. 
The mini - ment al - h ealth c entre model provides continuity of 
service and therapeutic relationships for the patients, and 
enhanced morale for staff, whose efforts are no l onger thrown 
away by their inability to follow the entire course of the 
patients ' treatment. As May (1975) points out : "the system ends 
the haracteristic and tiresome buck- passing and bickering that 
so often occurs betwee n h ospital and clinic" (p.601) . 
7 .3 Models i n Britai n 
The British Nationa l Health Service is a pyramidal organization 
with a gover nment department and cabi net minister at the top, and 
an i nfrastructure of 14 regional and 90 area authorities . Each 
area consists of o n e to three geographical districts with a 
population of 100-400 000. A District Management Team is 
responsible for planning and administering local health servi ces 
to meet the ne eds of t h e district. Each district has a l ocal 
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consumer organization - a Community Health Council - to keep a 
check on the quality of health services. 
British practice sets the individual patient within the context 
of his family a nd s ociety. The gener·d l approach is that hospital 
ddmissions are usually brief episodes, the signifi~ant parts of 
convalescence and rehabilitation taking place ma i nly in the 
c ; mmunity (Bennett, 1978). 
Four main princ iples underlie the National Health Service: 
1. Authorities are responsible f or the whole of a geographical 
area, in which services should be accessible. Everyone 
needing treatment should be able to obtain it, and services 
should reflect local needs. 
2. Services should be comprehensive and varied. should over-
lap with the provision of social and welfare services, and 
staff should be well trained. 
3. Area health services should not only be comprehensive, they 
should b integrated, with easy transfer and free 
communication between facilities. 
4. Each agency has a combination of diagnostic, therapeutic, 
rehabilitative and preventive functions. The aim of the 
health services is to decrease or contai n morbidity , which 
involves limitjng the development of chronicity , or the 
development of secondary handi cap where chronicity is 
inevitable . 
The official policy for the United Kingdom is that the number of 
beds in mental hospitals should decrease steadily until t he major 
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hospital need will be for short - stay beds whi ch will be in 
district general hospitals. A comprehensive local service will 
be provided by day hospitals. hostels and workshops and specially 
built psychogeriatric facilities. It is envisaged that 50 
general psychiatric beds and 60 day places will be needed per 
100 000 population. It is recognized that without an effective 
service for the elderly mentally infirm. the patients who are 
difficult to manage, and the ' new' long- stay patients. no local 
psychiatric development can call itself comprehensive. 
While the English system is based on a good Infrastructure of 
evenly distributed services, the separation of health and social 
services has disadvantages, and the opportunities for lack of 
coordination betwee n NHS, Social Service departments and 
v oluntary organizations are numerous. 
7.31 Moving away from centralised institutional services: 
Exeter 
It became apparent in the late 1970's that though patient 
populations were declining, the h ospitals were not getting 
smaller; rather. t hey demanded more resources and management 
attention. whil e development 




were drying up. It was 
the development of community 








problem, we would close 
resources to create 




It was decided that the creation of a better spread of local 
services in the Exeter district was to be paid for by the closure 
of the two main hospitals. Acknowledging the right of the 
community to participate in decisions about services. local 
con~umer groups were involved, as in the commission of a major 
action research programme into the needs of all handicapped 
pe o ple aged 16- 25 in the district. Joint planning with local 
councils and committees, and also social services, education and 
housing groups has been consciously pursued, and services are 
constantly reviewed to ensure that they are sympathetic to the 
needs of people. 
"Services must adapt and not be set in concrete" (King, 
in Towell and McAusland, 1984) . 
The human context is the more real and rewarding because staff 
are local. and know and are known by their clients. Since they 
have been assured that the new · system will result ln no 
redundancies, trades unions and staff associations are supportive 
of the new programme. 
Thi s ca~e study s h ows the importance of developing a broad vision 
of future services, and building a collaborative approach between 
health, local authority and community - based organizations. 
7.32 Developing good local services: West Dorset 
"It is the task of local management and professional 
leadership to mobilise participation in the creation of 
new patterns of provision and identify innovative ways of 
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providing commun ity-based alternative s to the institution 
which better meet the range of client needs" 
Mc Ausland , 1984). 
(Towell and 
Th e planners of decentrali z ation in West Dorset envisaged a 
d ispersed but compr ehensive service, retaining central units for 
inte ns ive treatment, 
community: 
and with local facilities i n each discrete 
"We want ed to deliver care in the living room or the high 
street and not in a distant hospital" (Di ck , in Towell 
and Mc Aus l a nd. 1984). 
To date t h e foll owing services have been established: 
1. Four community psychiatric teams. 
2. A commun ity mental health centre with day h os pitals for 
general psychiatry and the elderly, and 11 'refuge' beds. 
3. Trave lling day hospitals providing i n termittent services 
for each of t h e local towns in the area. 
4. Five small day hospitals f o r the elderly mentally ill . 
5. A communi ty psychiatric nursi ng s ervice. 
6. A 20- bedded ward for the elderly me ntally ill in a local 
community h ospital. 
7. A r esettleme nt scheme for about 350 ' old' chronic mental 
patients. 
8 . A network o f social c lubs, occupation and leisure acti-
vit ies . 
9 . A mental il lne ss h oste l . 
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10 . A mu lti - purpose activities centre f o r all kinds of dis-
abled people. 
11. A day centre for t he elderly in t h e main population ce ntre . 
1 2. A 12-bedded hospital hostel for new long-stay patients. 
A co nsiste nt, l o ng- term strategy for t he implementation of new 
services is identified by Di ck as an essential base fr om which 
component parts can be built and staffed step by step. The 
active involvement o f the s eni o r medical admini strat ive and 
nursi ng staff in the design of the servi ce . and the management of 
the district- wide service as a unit, are important. 
7 .3J Guiding principles for a community mental health service: 
Brindle Ho use, Hyde 
The f o ll owing set of princip l es was used by t he designers of this 
c ommunity ment al health ce ntre, whi c h has been in operation since 
1977: 
1 . It is assumed t hat most referrals refle ct ' problems in 
l i v i ng ' r athe r than men ta l illness, and that the predomi-
nant treatme nt approac h should theref or e be psychosocial 
rather t h a n medical. 
2. The service s h ou ld be as flexible. accessible and informa l 
as possible . 
3. There is a strong e mpha sis on day care rather than in-
pa tient care . 
A set of operational policies flowed from these principles: 
1. Self referral would be possi ble. 
2 . Assessment and ma nagement would be shared between the 
major professions (psychiatry, psy c h o logy, social work) 
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on the basis of the most effective division of labour. 
with no presumption that the psychiatri st had overal l 
authority. 
3. The ' maJ or' professions did not have a monopoly of ski lls. 
and other staff should be encouraged to co ntribute. 
4. The staffing mix would be weighted towards the non -
medical disciplines. 
5. The c entr e would be as informal and non- medi cal as 
possible. and c lients wo uld be expected to retain a large 
measure of responsibi l ity for their own lives. 
6. There would be agreement with clie nts about problems to 
be worked up o n. and c li ents would have access to their 
own note s . Orientation would be geared toward active s hort-
term therapy . 
7. Drug therapies and inpatient treatment would be used. 
but o nly when alternatives had been considered and 
excluded . 
During its six years of operation . the number o f emergencies 
referred to Brjndle Ho use has dropped by 70 percent whil st total 
referrals have jncreased by about 30 perc nt . Inpatient 
admissions have fallen by 40 percent, and bed occupancy rates by 
about 36 percent. Hargreaves (in Reed and Lomas. 19El4) . 
di scussing the success of this facility. suggests that the 
improved service it offers its catchment area can be attributed 
t o four factors: 




2. The team's ability to concentrate on a problem in its 
early stages. and marshall its ranqe s of sk ill s to best 
advant a ge. 
3 . The hi gh degree of congrue nce betwee n lhe obJectives of 
c lient and therapist. as well as the active participation 
by t he c lient in the treatment process. 
4 . The ready availability of day care a s an alternative to 
inpatient treatme nt . 
However, it JS 1mpor ant to no te that the ce nlre provides better 
servi c e to highly mot ivated neurotic c lient s than to the chronic 
psychiat r ic pa t i e nt . 
The experiments and innovations outlined above all aim at 
prov iding services geared to the needs of a parti cular l ocality 
and patient gr oup, and the treatment approach is psychosocial 
r ather than pur e ly medical. 
Adequate preparatio n for di scharge is a n important task. if 
rP.turn to the community is to succeed. Behavioural deficits 
r esulting fr om l ong - term h osp it alization are addressed in 
discharge programme s which attempt to prepare the pati e nt for 
everyday l1f e 1n a realistic man ner. 
There 1s a f ocus on providing a comprehe nsive . coordinated 
network of I n ter- re lated services . in c ltJ.ding help with 
accomodation. employment . social links and everyday living 
ski ll s. lt 1s recognized that attenti on to JUSt one facet of the 
pati e nts' prob l ems is likely to result in failure - treatme nt 
wi ll be effective only if it addre~ses the full spectrum of the 
handi c apped person's needs. 
The ned f or conti nui ty o f c are ha s been well met by t he 
Veterans ' Administration Hospital for exampl e, where the same 
team of staff de al s with a patient whether he is in h os pital or 
in t he community. Mul ti-disciplinary teams r es ponsible for on-
going case management have been recognized as appropria te to the 
task of dealing wi t h th e variety of issues and problems invol ved 
with long-term community- based care. 
In ter- a~ency cooperat i on . wi th ease of referral. effects 
economies a nd mak es services more accessible, helping to mi nimize 
inconsistencies, and prevent patients from - falling t hrough the 
cracks' . ( e . ~. Nort h Nassau; Brindle IJouse) . 
Many programmes now recognize the need for a renssessment of the 
place of the hospita l 1n the service network. and use the 
inst1tute in a pragmatic way to provide the core facility, 
supplementing communi tv serv :i ces and offering asylum where 
necessary. A ce ntral lesson of the de- institutionalization 
movement ha s bee n t ha t alternative service~ must be provided 
before the run- down of ·the hospital. 
cornerstone of most British planning. 
and this recognition is a 
The need f or cul t ural re l evan ce in me ntal he al th services is 
reflected i n most of the examples discussed. Programmes are 
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geared to local realities, often following re s earch into local 
needs. Community- based services make maximum use of the district 
and its resources, consciously work at involving and educating 
the public about mental health issues, and attempt to m1n1mize 
community resistance to de - hospitalization. 
Conspicuous among the values common to these experiments IS the 
treatment of patients as full citizens, w1th rights and 
responsibilities. While programmes aim to help the Individual to 
a fuller, more independent life - if possible in the community-
there IS a recognition that it is inappropriate to push for 
higher levels of functioning than are possible for the 1nd1vidual 
concerned. Goals are patient - centred. and while encouraging 
self - initiated, stable and adaptive behaviour, are not ~ success' 
orientated in a punitive way. 
All of these elements have contributed to significantly more 
effective services. with rewarding involvement for patient, staff 
and conununi ty alike. 
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CHAPTER EIGHT 
PLANNING FOR THE FUTURE 
"We must have the courage to admit our mistakes, and the humility 
to start again", declares Papeschi (1985, p.254), following an 
examination of the debacle in Italy. TI1e years since 1955 - when 
mental hospital populations began to decline have wjtnessed 
considerable trial and error in mental health policy. While some 
(e.g. Scull. 1977: Rappaport, 1977: Brown. 1985b), view the 
development of the communjty health service system with cynicism, 
the experience of these ye~rs . gained with considerable cost to 
patient and community. is a valuable base for coherent planning 
for the future. 
Planning impl1es a statement of goals in which a central issue is 
the consensual definition of rehabilitation. Wing and Morris 
(1981) define rehabilitation as preservation of the best level of 
adaptation possible 





individual cljent, with recognition 
need above all is experience of 
attainnment of independence is an 
appropriate goal for some, the prevention of relapse or 
deterioration constitutes success for others. 
It is important that goals be realistic for both patient and 
staff morale to be sustai ned. 
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8.1 The bio~hosocial model of schizophr enia: a basis for 
1 ann ill!! 
Smith (1986) discusses the advantages of the biopsychosocial 
c onceptualizati o n of schizophrenia for the ongoing manageme nt of 
the illness . 
Th is model, deri ved from generol systems theory, takes both 
bi omedical aspects and psychosocial factors into account, thus 
all owing f or multiple pers pe c tives to be considered in planning 
treatment. Sy stems theory posits a hierarchi c al continuum of 
systems, each of whi ch is a component of h igh er systems, and 
conta ins within it the lower systems. Change at one level of the 
hi erarchy has effects across all systems. 
Schizophrenia may be considered an archetypal biopsychosocial 
illness because the links b etwee n the biomedical a nd psychosocial 
d imensions are all - pervasive. Poor work performance, poor 
interpersonal re lati o ns hips , and failure to cope with everyday 
li vi ng are among t he psych osocial consequences of psychotic 
symptoms . At the same time these symptoms may be precipitated by 
psych osoc ial stress. 
Wh ile medi cation may modif y or prevent symptomatology, life 
events such as c riticism and h os tility within t he family- may 
in cre ase the need for drugs to prevent 





ide ntification of medication with irrational authority, such as 
that of d omi nati ng parents , may result in non- compliance, 
followed by exacerbation of symptoms. 
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Similarly, unpleasant 
physical side- effects such as weight gain, shuffling gait and 
difficulties with vision might well encourage drug refusal. One 
consequenc e of this interaction between life situation and 
medication is the need for ongoing and careful monitoring 
following discharge. 
A further example of the interaction effects of different systems 
upon each other is g1ven by Smith 
societal and politico- economic 
(1986) who points out that 
considerations determine the 
availability of facilities for chronic mental patients. Cultures 
vary 1n their tolerance of mental illness, which fact will be 
reflectd in prevailing laws, influencing such things as 
certification 
arrangements. 
procedures, family structures, and funding 
Genetic loadings vary, and it is difficult to clearly delineate 
cause- and-effe c t relationships between factors such as poverty, 
material and emotional deprivation. and substance abuse. 
A uni - dimensional model is not adequate to explain the complexity 







schizophrenia, the patient 
as a system reacting to and 
interacting with, a variety of other systems. 
"Psychiatrists can remove florid psychotic symptoms with 
neuroleptic medication. and hope that patients will somehow 
accommodate to an unmodified stressful environment. 
Psychologists may attempt to work with families, assuming 
that, by altering maladaptive dynamics. the identified 
patient's symptoms 
both approaches fail 
1986. p . 26) . 
will 
with 
somehow disappear. In isolation, 
monotonous regularity" (Smith. 
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While the poverty of a unidimensional approach is theoretically 
clear. treatment all too frequently remains fragmented, possibly 
partl y reflecting interdisciplinary rivalries. 
"We must be conti nually on guard against a blinkered approach 
which allows us to see a schizophrenic patient only in terms 
of the part icu lar sub- system at which level each of us has 
the most involvement" ( Smith . 19 8 6 . p . 2 7) . 
8.2 A blueprint for local services 
Heginbotham in Reed and Lomas (1984) asserts that all planning 
must be based on a blueprint for a comprehensive local mental 
health service. A clear framework for the future should be 
provided, and scarce resources must be prioritized. This 
blueprint could be implemented in different ways in different 
districts. with the recognitjon that each district is different 
in its polici es, its personalities and its problems. He also 
points out the need for clear socio-economic and legal frameworks 
for the development of better services. 
While Hall (1986) states that it is not necessary to obtain 
highly precise information before plann ing can proceed. he lists 
those data about a designated catchment area which are necessary 
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to design a local service. These include natural boundaries, 
such as the limits of G. P. practices or local transport systems; 
f ormal organizational boundaries (e.g. the limits of Social 
Services or medical teams); and information about present and 
projected populations, including age structure, special social 
factors, special disease problems and environmental risks. 
Thi s type of inf ormation 
planning of statutory 
loca l voluntary bodies. 
base is necessary not only for the 
services, but also for the guidance of 
Consideration of variations in the 
present pattern of service provision, and also localized resource 
constraints aid 
requirements . 
the planning of priorities in service 
It is appropriate to build an expectation of collaboration with 
the voluntary sector into service design. Families, informal 
caregivers, and advocacy groups all have a role to play. 
However, Heginbotham (in Reed and Lomas, 1984) warns that this 
does not mean de - professionalizing the service: training implies 
a disciplined accumulation of knowledge and supervised ex~erience 
whi ch is indispensable in the skilful care of the men tally ill. 
Case management is essential to integrate an adequate network of 
care. 
Successful planning includes careful consideration of the 
implications of these plans for mental health workers, whose 
cooperation is essential for the success of operations. Staff 
should be given the opportunity to be involved in the build-up of 
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plans at local level, and Trades Unions must be brought in at an 
early stage to assist with employment issues. 
Bennett ( 1973) ad vi sed. that "the balance of care should be the 
over-riding consideration, that is, what mi x of services is 
appropriate, and what weight should be given to each contribution 
t o the mix" (p.11). 
8.3 An information base for planning 
Since project ions indicate that chronic mental disability will 
increase dramatically by the year 2005 (Kramer, in Talbott, 1984) 
a data base is essential for appropriate planning. 
Epidemiological studies establishing the prevalence and 
characteristics of the chronic mental patient population are 
vital to planners and policy- makers. Goldman (in Talbott, 1984) 
points out that a co nseque nce of de-i nsitutionalization is a 
lack of definitive information on the scope of the problem of 
chronic mental illness. The very term -chronic mental illness' 
presents problems in that it is stigmatizing, is difficult to 
define operatjonally, and obscures the heterogeneity of the 
population. Assessment of prevalence is also complicated by the 
dynamic, episodic course of severe mental disorders. Definition 
of the boundarjes of the target population does no more than hint 
at the clinical.socio- economic. ethnic and c ultural diversities 
within this population. 
Research 1n a number of areas is required. In addition to the 
obvious epidemiological studies, the area of medication 
management needs further clarification. 
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"We need to find better 
ways to determine who is most likely to benefit, and for how 
long. and who might do at least as well without maintenance 
treatment" (Lackner. 1978, p.30). We need to know more about 
the nature of the homeless population, and how best to reach 
them, and we need a better idea of which patients can cope in the 
community. given adequate support, and for which patients de -
institutionalization is an inappropriate aim. 
8.4 Values a _nd priorities in planning 
Planning implies an agreed base of values. The following value 
base for the planning of a local service has been suggested by 
pl anners in England: 
1. The mental patient should be treated as a full citizen 
with rights and responsibilities. 
2. The greatest possible self - determination of the 
individual s hould be promoted. 
3 An individualized progra~ne of treatment. care and 
support should be provided. 
4. The client should be helped to as ordinary a life as 
possible on the basis of realistic, i nformed choice. 
5. Special needs arising from disability should be met 
through a local, accessible, fully coordinated 
multidisciplinary service given by appropriately trained 
staff. 
6. Services should be delivered to the client's home or 
usual environment whenever feasible. 
7. People now living in institutions should be actively 
encouraged to return to the locality and use its services 
if they wi s h. 
8. The enhancement of the collective capac1ty to cope with 
or alleviate distress should be aimed at. 
Lomas, 1984. p. 200 ). 
8.5 Essential elements in programme design 
Bachrach (in Talbott,l984a) states: 
(Reed and 
"Service planning, 
did in the past , 
instead of relying on slogans as it 
is beginning at last to proceed in a 
cautious manner by tempering idealism with objective 
assessment of needs and problems" (p.l66) 
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She identifies the essential elements in programme design as 
follows:-
1; Precise goals and objectives 
A more comprehensive understanding of the nature of 
chronic mental jllness is . needed, as is a more informed 
identification of patients who will benefit from 
community--based, as opposed to in- patient services. 
2. Priority setting 
The chronic patient often especially impaired, 
resistant to treatment, and unappealing to mental health 
workers - needs guaranteed priority in the allocation of 
scarce resources . These patients need advocates as they 
are seldom able to compete effectively for resources 
themselves. 
3. Reassessment of the place of the institution in the 
service network 
A reconceptualization of the hospital, with an acceptance 
of re-admission as part of the on- going process of care 
for some is indicated. A comprehensive service should 
offer both community- and institution- based services to 
mee t the individual patient's needs . 
4 . An adequate range of inter-related programmes 
To meet the varied needs of the very diverse patient 
p o pulati o n , t h e service network should include at least 
the fo ll owing services: 
( i ) 
( i i) 
( iii) 




Screening and referral 
Crisis stabilization services 
A ne t work of residential alternatives 
A range of treatment settings 
A ne t work of treatment services 
Transportation services 
Infor mati o n and evaluation services 
Different commun iti es may require different combinations 
of the above services according to local needs and 
resources . 
5. Interagency cooperation 
An official policy of cooperati on is essential for 
integrating service delivery, effecti ng economies, and 
reducing human problems in a complex and potentially 
competitive array of services. Conscious attention to 
this principle is required to minimize i nc o nsistencies 
and poor coord ination. 
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6. Individualized programming 
Programmes should be individually designed to emphasize 
each patient's capabilities rather than disabilities , and 
aim at providing him or her with resources for skill 
development. thus anticipating a higher level of 
functioning where appropriate. 
7. Cultural relevance 
Community resistance has been a very relevant problem in 
the devel o pment of servi ces. Programmes should be 
tailored t o c onform to local realities - i ncluding needs 
and attitudes 
offered. 
of the commun ity 1n which they are 
8. Flexibility 
Flexibility implies a n acceptance of the idea that the 
c onc ept of linear progress along some continuum is 
inappropriate with chroni c mental patients. It allows 
for de c ompensation without i nterruptio n in the flow of 
services. and also allows for modif ication of services in 
response to changing n eeds over time. 
9. Caution and restraint 
Al though rehabilitation is the desired goal of community-
based care. we must avoid the goal of the 'quick fix'. 
8.6 Conclusion 
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We are now able to reconsider aims with the aid of planning 
principles gained from a quarter of a century's experience in 
pro gramme design which has demo nstrated "the absolute importance 
of asking the right questions in the right ways and with a 
minimum of prejudice and. bias" (Talbott, 1984a, . p .170). 
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If shorter h ospita lization, and more 
community imply 
community would 
success. the patient's 
patients living in the 
mere presence in the 
be sufficient. But if maximising patients' 
inde pende nce is the goal, planning is much more complex, and 
success is not yet in sight. The goal of eliminating mental 
illness has been responsible for the apparent failure of de -
institutionali zation. and may prove to have be e n inappropriate. 
The belief that ear ly treatment would relieve chronicity has not 
be en co nfirmed . Denying or evading the difficulties inherent in 
humanizing mental health care builds failure into the system. 
The goal o f care, rather than cure is one to which we may more 
successfully aspire. 
We s hould not seek alternatives to mental hospital treatment-
but rather goals for rehabilitation. and we n edmore systematic 
measurement of handicap in order to plan the k i nds of non-
h ospital 
morbidity. 
enviro nments which are most l ikel y to minimize 
"Rehabilitation consists in attempt i ng to order the 
e nviro nment so as to minimize primary disabilities and 
prevent secondary 
level POS""ib le. 
hospital must be 
progress is not to 
true after the 
handicaps or keep t hem to the l owest 
Rehabilitation efforts within the 
continuously appJied if hard- won 
be lost and the same seems to be 
patient has been discharged 
Unfortunately, it is precisely at the point of discharge 
that rehabilitation efforts do tend to be relaxed" 
(Brown et a l. , 1966, p. 207) . 
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finally, it should be noted that community care is not a cheap 
option , as some critics have implied. It involves re - allocation 
of funds and new and imaginative use of resources, but it is not 
cheaper than the average costs for hospitals. Dick points out 
that the capital and revenue of mental health services are locked 
up in large institutions. and that freeing funds is a long and 
tedious process whi c h will require careful planning 
Lomas, 1984) . 
(Reed and 
Nevertheless. many mental health workers stress that ~ money is 
not the answer to all problems'. The World Health Organization 
made a study of constraints in developing mental health services 
in 1977, and identified apathy, inertia and lack of flexibility 
as the biggest obstacles to development. Planners need to take 
note of the fact that information, collaboration and cooperation 
are the essential keys to progress . 
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CHAPTER NINE 
DISCUSSION AND CONCLUSION 
The years since 1955 have been marked by major change in the 
scope and diversity of mental health services, and in some parts 
of the world by the massive migration of the severely mentally 
disabled from the large mental institutions back to the 
community. Bellack (1984) warns that in a capitalist, 
competitive society, the prevailing values of independence, 
autonomy and individualistic achievement can overwhelm the 
collective responsibilities we bear toward the infirm and 
destitute. He reminds us that our political tradition relies on 
professional and cit1zen leadership to modify these values. 
"Humane and quality delivery of care requires dedicated 
professional leadership, a caring and informed citizenship, 
and a government willing to tax its own people to lessen 
life's inequities" 
add: 
(Bel lack. 1984, p.123). He goes on to 
"These patients are not an effective political constituency 
.. . and the cost effectiveness of treating them is marginal 
at best. But a grave moral issue is at stake here. As much 
for our own sake as for others, we need a renewed socio-
political conse nsus that provides for the need of the 
schizophrenic patients" (Bellack, 1984, p.130) 
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Lackner (1978) warns that unless we improve the long- term 
effectiveness of treatment and suprortive care. the number of 
persons needing servi ~ PS is likely to overwhelrn the system. 
9.1 What was WIQI!.9.: with the institution? 
Chapter One discusses the development of the asylum. and its 
vicissitudes, from a hdven of ' moral treatment' in the early 
nineteenth century to the ' warehouse of the insane' it became for 
the foll owing hundred years. 
the schizophrenic who 
The intertwining of the fortunes of 
formed the majority of the long-stay 
patients - and of the institution is discussed . 
The institution came to provide. in most cases, a d moralizing 
and hopeless environment for patient and staff alike. The 
obvious failure of the large mental hospitals, together with the 
apparent implictions for 'cure' suggested by the identification 
of the syndrome o f ' institutionalism' and the discovery of the 
neuropleptics led to the decision to close the hospitals, and 
seek alternative community- based forms of care. 
9.2 What was wrong with th~ solution? 
Critics of de- institutionalization have pointed to the ' revolving 
door' syndrome of frequent short admissions. which has tru<en the 
place of long- term custody, as proof of the failure of the 
policy. It would be more appropriate to recognize the failure of 
a view of the chro nic patient which does not acknowledge periodic 
re- hospitalizat io n as a neccessary part of the plan. The patient 
has simply not fitted into the closure of the hospitals, and the 
lesson we need to learn is to accept the periodic remissions and 
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exacerbations that characterize the course of the illness. and to 
produce a blueprint for care which enables the patient to receive 
wh atever treatment is appropriate to his or her c urrent condition 
- includi ng re - hospitalization - without blame. 
Claiming that the achievements of the best mental hospitals have 
been undervalued , Wing (1980) points out that most of the ideas 
now used in community care including resocialization. 
vocational rehabilitation. transitional environments. day care, 
social clubs. sheltered workshops and domiciliary supervision -
are derived from innovations and experiments in progressive 
English h ospitals dating from the 1930's. The hospitals had 
important functions - of custody, asylum and treatment - which 
were overlooked by the critics, who indulged the logical fallacy 
that since bad hospitals are bad for all patients, any hospital 
is bad for any patient. 
Placement in the community has thus not necessarily avoided 
institutionalism, and has ignored the possibility of rejection by 
the community. It certainly does not automatically give back to 
the patient his lost social role. 
While Test and Ste in (1978) conclude from an extensive review of 
experienc e in r cent years that it is feasible to treat most 
patients usually admitted to a hospital in some kind of 
community alternative. we have now to recognise that this 
invo lves more than mere re - location: 
"Institutionalism. once believed to be the consequence of 
living one's life within the requirements of an impersonal, 
bureaucratic state hospital, has emerged as a quality of mind 
rather than of location, created by settings that limit self -
determination. self - care, and self - control" (Wilson, 1982, 
p. XX) . 
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These settings can occur as easily in the community as in the 
hospit al. 
In considering the failure of institutional refor m, we must face 
the conclusion that unidimensional solutions are inadequate to 
meet the challenge of the complex, multi - dimensional problems of 
men t al health care: 
"If the elusive goal of creating and sustaining· a truly 
humane system of care for the dependent mentally ill is to be 
realized in this generation, then policy- makers must avoid 
the trap of quick and partial fixes'' (M~rr issey and Goldman, 
1984. p.792) 
9.3 Values and visions reconsidered 
"If it is wrong to get patients out of the mental hospital, and 
wro ng to keep them in. wha.t are we to do with them?" ( ~ Scull's 
dilemma' . in Jones, 1982, p. 223) . 
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The value in Wes tern culture place up o n independence, and the 
individual's responsibility for his own life. has been 
inappropriate wh en app lied to the schizophrenic. We have made 
demands for performance- vocationally and socially- whi c h the 
chro ni c mental patient simply cannot meet. Effective management 
of this population will only be possible when we acknowledge that 
many of them will require ongoing and comprehensive support, 
possibly for li fe: 
"Our dissatisfaction with a primary role of gratifying 
chroni c dependency needs and our more or less covert moral 
rejection of our patients' s urrender to passivity are 
probably two i mp edi ment s to our embracing the con cept of 
asylum f or the l o ng- term me ntally ill" 
1984, p.801). 
(Lamb and Peele, 
The rang e of v alues demonstrated by new committal and treatment 
rul ings may be s aid to include those of fairness. reasonableness, 
op enness, access to review, listening to both sides, and access 
to judicial or quasi - judici al tribunal. However, as Margaret 
Somerville (in Roth and Bluglass, 1985) points out, we need to 
consider this range of values in terms of whether it includes 
only individualistic o r ~ masculine' values, or also 
in egrati ve - or ~ feminine' ones - be cause it is not sufficient 
to look at the mentall y 111 perso n simply as an individual. He 
al so needs to be v iewed within h is social network. Somerville 
cla ims that t h e law has not, in general, bee n as protective of 
int~grative val ues - i.e. the interes ts of family or society- as 
it has been o f individual rights: hen ce t he recent backlash of 
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public protest following a number of widely publicized acts of 
violence on the part of ex- mental patients 
attack on President Reagan by Hinckley) . 
(for example, the 
The influence of world-view upon solutions 
considering the issue of de - institutionalization. 
is clear in 
The asylum is 
viewed by some as an expression of humanitarian concern, a well -
meaning attempt to care for those who could not care for 
themselves. To others it represents 'marginalization' and 
segregation of the deviant, a punitive disposal typical of 
capitalist treatment of those unable to compete or produce. 
Similarly, de - institutionalization may be viewed as a 
rationalization of mental care, an egalitarian effort to advance 
human rights or a cynical movement by governments with pressed 
economies to ' dump' patients. 
The public preference for simplistic or sentimental solutions is 
problematic. Talbott (1984) fears that the sight of the 
obviously disoriented on the streets will result in a reactive 
backlash in defence of the traditional institution: we must 
avoid perceiving the options as being either mental 
hospitalization. or a life on the streets. 
Poljtical systems tend to proclaim a view of past, present and 
future which embodies a comprehensive view of how society ought 
to be. Different perceptions of social reality may not be 
tolerated, and social programmes will naturally tend to serve the 
world view and interests of those in power. Utopian visions 
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ne ccessari ly provide an outline of a desireable society, 
including the sort of standards of care, protection and 
opp ortunity desired 
dis a dvantaged. 
for all people in parti c ular the 
Political arrangements determine the material and organizational 
arra ngements that are made to provide this care - and also 
influence the attitudes in a given community concerning people, 
prob l ems and proposed solutions. 
The re -construction of society requires a re -ordering of 
priorities. and a re - allocation of resources. Facilities can be 
created with r esources. and governments control resources. The 
ava i lability of funds for mental health care - and answerability 
for appro priate use of these funds - is a particularly relevant 
example of the i nfluence of politics upon psychiatry. 
Nevertheless. the planning of treatment facilities for the 
chronic mental patient should primarily reflect the symptoms and 
needs of the pa t ient, not the ideologies and interest of the 
politician. 
The limited achievements of both radical and reformist strategies 
to date s hould lead us to re - examine our goals. Perlman and 
Gur i n (1972) suggest that goals have generally been too vast and 
ill - defined to make s uccess possible. Most importantly, they 
point to the fact that goals gave been based largely on 
ideological convi c tions and hopes, and objectives have often been 
spe c ified a ccordi ng to these ideological positions. 
"It is now important to separate value issues from 
instrumental questions if progress 
developing a more effective practice. 
is to be made in 
This is not to deny 
the central place that values occupy in the setting of goals 
for change ... But effectiveness in achieving objectives must 
become the obj e c t of analysis and research, rather than a 
matter of faith and conviction" 
p.273). 
(Perlman and Gurin, 1972, 
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Receptivity to the goals of the patient must be part of our new 
vision for more humane mental health care - it may be that the 
world view of the schizophrenic is less subject to fashion than 
that of the psychologist . Psychology must become a discipline 
that listens to how people define their problems, and not one 
that, through ideology, defines the problems for them. (Zautra, 
1983). And as we approach our goals. we must remain aware of the 
caveat: 
"Flexibility and openness to new ideas need to be 
continuously fostered if one to avoid setting up a new status 
quo" (Rappaport , 1977, p. 35) . 
Birley concludes a review of the asylum "with an acute 
nervousness about all social panaceas", and observes that "total 
solutions are always dangerous, and often disastrous" (Birley, 
1986, p.331). Declaring that reform is less exciting, but more 
productive than revolution he suggests imaginative and varied 





For many years t he ideas of hospital and community provision have 
been polarized, but what we really need is an appreciation of the 
fa ct that the complex human problems presented by the chronically 
mental ly ill cannot be solved by one discipline alone. and that 
socia l change is a process, and not an end- product. 
9.4 Planning for transition 
What we parti cu larly need to extract from our experience of 
re cent years is guidelines for successful transition of services 
from the instititution to the community. Wi ng (1980) observes: 
"If the decision to accelerate the run-down of the large 
mental hospitals had been contingent on an adequate build-up 
of a different kind of service for those who remained 
chronically disabled there might have been a smoother 
transition, a more planned transfer of skills, less burden 
placed on relatives. less experience of prison or destitution 
among the menta lly ill, and fewer side effects within the 
hospitals" (p.222). 
The development of community psychiatric services is increasingly 
dependent upon the relocation of resources currently invested in 
large institiutions. and successful managemnt of this transition 
presents major cha llenges. 
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The British approach to transition of services includes a 
prog ramme of action research, and educational and consultancy 
activities designed to assist people currently engaged in this 
challenge: 
"Sustained progress towards local services requires a 
strategic framework to guide change ... the purpose of this 
framework is to foster energetic leadership in each district 
and widespread participation in crenting new local services" 
(Towell and Mc Ausland . 1984, p.B). 
Planning is an opportunity for 
all those with 
learning 
a stake 
which only becomes 
effective when in the outcome are 
involved. Braisley, Davis and McAusland assert that 
"The intensive demands on staff resources required in the 
short - term by this approach are more than balanced by the 
mobilization of skills and positive commitment to making 
thi ngs work which come from knowing personally the people 
being planned for" (Towell and McAusland. 1984. p. 7). 
It is essential to include in the making of the plans those who 
will be affe cted by them. ~Locality planning' implies 
consultation and negotiation with local consumers about needs and 
how they can be joi ntly met. Voluntary bodies. parents and 
relatives should be included, 
general pract itioners in 




recognized. As wide a range as possible of people with different 
interests should be involved, and it is useful to sponsor sub-
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groups to undertake well-defined tasks at grass - roots level (for 
example. family support groups can be effective and powerful, 
especially in the role of advocacy) It is important that staff 
be reassured that service changes will not lead to redundancies 
in order to encourage commitment and support. Political support 
must be mobolized for a broad vision of future services. 
Survival i n the commu n ity requires active engagement with the new 
environment. Inpatients scheduled for discharge must be helped 
to regai n basic living skills lost during lengthy 
hospitalization. Patients should be actively involved in 
planning for discharge (for example in negotiations for suitable 
ac comodatio n) . Friendship links between patients should be 
respected, and external placements made accordingly, so that the 
process of discharge does not sweep away personal contacts. 
While rehabilitation programmes should be community- based where 
possible, it is vital to ren1ain aware of the need to maintain 
hospital standards whilst developing local services. Quality of 
lif e for inpatients needs to be maintained, the anxieties of 
relatives must still be met, and the morale of staff in hospitals 
that are being run down may have to be retained over quite l ong 
periods. 
Objectives should be checked against achievements at pre-
determined intervals, and services must be under constant review 
to ensure that they relate to local community needs. They must 
be flexible, and adapt in the light of experience. 
9.5 Directi o ns for 
124 
the future: focussing our aims and 
restri~ti ng our cl a i ms. 
A review of the major cycles of reform in mental health care in 
the western world reveals the accumulation of a considerable body 
of experience to aid in me e ting the challenge to inc rease 
effectiveness of plans for long- term care. Talbott (1978) Harns 
that: 
"No longer can anyone maintain that state hospi tals must be 
emptied simply because they are so awful' - because the 
setti ngs we h ave allowed to replace them are j ust as bad as 
the i r predecessors. No, the answer lies i n looking at the 
problem again. And the problem is the treatment and care of 
t he chroni c me ntal patient" (p.38). 
The idea of blame has always played an essential part in our 
conce ptualization of me ntal illness. We blamed the individual 
for h is deviance, and founded the ' moral institution' to cure 
him . When blame shifted to the asylum itself, or a r epressive 
society, it was t h ought that cure would follow ' de c arceration' 
and social ref orm. 
At last we are consideri ng s ystems which value and respect 
diversity (rather than associate devian ce wi t h blame), and which 
base social int erve ntions o n the goal o f equitable distribution 
of material and psych o log ical resources, rather than an improved 
sociali zation of all to a sing le standard (Rappaport, 1977). 
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Comprehensive planning which takes into account the needs of the 
chronic mental patient, the family, the community and the mental 
health worker is increasingly in evidence, and accountablility 
and consumer participation are part of all the blue- prints we 
have considered . The countries discussed are starting to provide 
services which nurture strengths, and which accept, but do not 
foster, dependence. Facilities are more egalitarian, and most of 
the mistakes that have been made in recent years have erred on 
the side of unrealistic optimism, rather than exploitative or 
dis criminatory repression. 
If we consider that 
movement - a protest 
dignity grant ed the 
de- institutionalization 








custodialism. paternalism and repression characterising the 
mental institutions this brief examination of some current 
guiding principles and model plans for community services 
indicates considerable and heartening progress. 
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